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ft  GAO  review  at  37  home  health  agencies  re¬ 
pealed  that  27  percent  of  the  visits  reviewed 
that  were  made  to  a  sample  of  beneficiaries 
were  not  covered  under  the  Medicare  program 

or  their  coverage  status  was  questionable.  m* 

Claims  processing  systems  generally  failed  to  wb 

detect  the  noncovered  care  and  GAO  attrib-  ^ 

uted  this  to  the  lack  of  information  on  which  to 
base  an  informed  judgment 

Determining  whether  beneficiaries  were  home- 
bound  was  difficult  GAO  found  the  home- 
bound  criteria  to  contain  key  undefined  terms 
requiring  the  use  of  one's  own  judgment 

Finally,  GAO  found  that  the  use  of  aide  serv¬ 
ices  to  assist  benenciaries  with  personal  care 
could  be  substantially  reduced  because  either 
the  beneficiary  or  family  and  friends  often 
could  and  would  have  provided  the  care 
required. 


Request  for  copies  of  GAO  reports  should  be 
sent  to: 
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Telephone  (202)  275-6241 
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free  jf  charge.  Additional  copies  of  bound 
audit  reports  are  $3.25  each.  Additional 
copies  of  unbound  report  (i.e.,  letter  reports) 
and  most  other  publications  are  $1.00  each. 
There  will  be  a  25%  discount  on  all  orders  for 
100  or  more  copies  meiied  to  a  single  address. 
Sales  orders  must  be  prepeid  on  a  cash,  check, 
or  money  order  basis.  Check  should  be  made 
out  to  the  “Superintendent  of  Documents". 
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The  Honorable  Pete  V.  Domenici 
United  States  Senate 

Dear  Senator  Domenici : 

This  report  responds  to  your  August  6,  1979,  request  regard¬ 
ing  Medicare  home  health  services.  We  made  an  assessment  of  the 
reasonableness  and  medical  necessity  of  skilled  nursing  care  and 
therapy,  the  need  for  the  home  health  aide  services,  and  compli¬ 
ance  with  the  homebound  and  other  requirements  of  the  program. 

We  found  many  cases  in  which  claims  processing  systems  failed 
to  detect  noncovered  care.  Also,  determining  whether  beneficiaries 
were  homebound  was  difficult  because  the  criteria  were  unclear. 
Finally,  we  believe  there  is  potential  for  reducing  the  use  of 
aide  services  by  shifting  responsibility  for  personal  care  to  the 
beneficiary  or  family  and  friends. 

This  report  contains  recommendations  to  the  Secretary  of  HHS. 
At  the  request  of  your  office,  we  did  not  take  the  time  to  obtain 
agency  comments.  However,  we  have  discussed  our  findings  with 
representatives  of  the  Health  Care  Financing  Administration. 

As  arranged  with  your  office,  unless  you  publicly  announce 
its  contents  earlier,  we  plan  no  further  distribution  of  this 
report  until  30  days  from  the  date  of  the  report.  At  that  time 
we  will  send  copies  to  interested  parties  and  make  copies  available 
to  others  upon  request. 

Sincerely  yours, 

Gregtfry  J/  Ahart 
Director 
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DIGEST 

In  fiscal  year  1981  nearly  $1  billion  will  be  spent 
under  Medicare  for  home  health  care  services  pro¬ 
vided  primarily  by  nurses,  therapists,  and  home 
health  aides.  To  be  eligible  for  such  care,  bene¬ 
ficiaries  must  be  homebound,  in  need  of  medical 
attention,  and  under  the  care  of  a  physician. 

At  the  request  of  Senator  Pete  V.  Domenici,  GAO 
made  an  assessment  of  the  reasonableness  and  medical 
necessity  of  skilled  nursing  care  and  therapy,  the 
need  for  the  home  health  aide  services,  and  compli¬ 
ance  with  the  homebound  and  other  requirements  of 
the  program. 

NONCOVERED  CARE 
GOES  UNDETECTED 

With  the  assistance  of  nurse  consultants,  GAO  re¬ 
viewed  a  sample  of  beneficiary  medical  files  at 
37  home  health  agencies  and  found  27  percent  of  the 
home  health  visits  were  not  covered  under  the  pro¬ 
gram  or  were  "questionable"  (see  p.  10).  Two  major 
reasons  were  that  beneficiaries  were  not  homebound 
and  the  services  provided  were  not  reasonable  or 
medically  necessary.  GAO  noted  that  other  studies 
also  disclosed  similar  results  (see  p.  17). 

In  contrast  to  the  noncovered  care  disclosed,  GAO 
found  that  Medicare  contractors,  or  intermediaries, 
such  as  local  Blue  Cross  plans  who  administer  the 
home  health  benefit,  deny  few  claims  for  payment. 
This  is  because  the  contractors  receive  from  home 
health  agencies  little  information  on  which  tc  base 
a  judgment.  To  provide  the  Medicare  contractors 
additional  information  and  at  the  same  time  provide 
a  balance  to  the  additional  administrative  cost  in¬ 
volved,  GAO  recommends  to  the  Secretary  of  Health 
and  Human  Services  ( HHS )  that  national  home  health 
utilization  guidelines  required  by  the  Omnibus 
Budget  Reconciliation  Act  of  1981  serve  as  a  basis 
for  determining  when  a  -_opy  of  the  medical  file  is 
to  be  submitted  with  a  claim  for  payment  (see 
p.  24). 
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HOMEBOUND  REQUIREMENT 
DIFFICULT  TO  ADMINISTER 


GAO  found  the  homebound  requirement  of  the  pro¬ 
gram  to  be  especially  difficult  to  administer. 
"Occasional,"  "infrequent,"  and  "short"  visits  away 
from  the  home  do  not  necessarily  mean  that  an  in¬ 
dividual  is  not  homebound?  however,  these  terms 
have  not  been  defined.  Also  in  the  same  vein,  to 
be  considered  homebound  an  individual  must  have  a 
"normal  inability"  to  leave  home  and  consequently 
leaving  home  would  require  a  "considerable  and  tax¬ 
ing  effort"  or  "undue  effort."  "Feebleness,"  how¬ 
ever,  does  not  qualify  an  individual  as  homebound 
(see  p.  12).  GAO  also  noted  that,  while  absences 
from  home  and  how  well  an  individual  ambulates  are 
key  factors  in  determining  an  individual's  home- 
bound  status,  observations  in  this  regard  are  not 
required  to  be  documented  as  part  of  the  benefi¬ 
ciary'  s  medical  file  (see  p.  12).  GAO  recommends 
that  the  homebound  criteria  be  clarified  and  that 
the  ambulatory  status  of  beneficiaries  and  the 
nature  and  frequency  of  absences  from  home  be  re¬ 
quired  to  be  documented  as  part  of  the  benefi¬ 
ciary'  s  medical  file  (see  p.  24). 

AIDE  SERVICES  SUPPLANT  SUPPORT 
PROVIDED  BY  FAMILY  AND  FRIENDS 

Aide  services  provide  for  the  personal  care  of 
the  beneficiary  (i.e.,  bathing,  grooming,  assist¬ 
ance  with  medications,  etc.)  and  represent  about 
one-third  of  all  visits  provided  under  the  program. 
Family  and  friends  al^o  provide  similar  services  to 
the  elderly  and  consequently  GAO  visited  1E0  bene¬ 
ficiaries  in  their  homes--those  who  received  aide 
services  and  had  a  live-in  partner — to  determine 
if  the  use  of  home  health  aides  was  supplanting  the 
support  provided  by  family  and  friends  (see  p.  40). 
For  42  or  28  percent  of  the  cases,  GAO  was  of  the 
opinion  that  the  beneficiary  was  capable  of  self- 
care  or  family  or  friends  were  willing  and  able  to 
provide  the  services  required  (see  p.  42). 

To  provide  assurance  that  aide  services  do  not 
supplant  the  use  of  family  and  friends,  HHS  should 
develop  a  standard  aide' s  need  assessment  guide 
which  considers  the  availability  and  capability  of 
family  and  friends  to  provide  personal  care  serv¬ 
ices.  Further,  GAO  recommends  that  home  health 


H 


agencies  be  required  to  use  it  and  submit  a  copy 
of  it  with  their  claims  for  payment  (see  p.  50). 

GAO  also  recommends  that  a  policy  be  established 
governing  the  use  of  aides  in  situations  where  bene¬ 
ficiaries  or  family  members  are  capable  of  provid¬ 
ing  personal  care  but  may  be  in  need  of  some  help. 
Further,  GAO  recommends  a  policy  be  established  for 
situations  where  family  members  are  capable  but 
appear  unwilling  or  reluctant  to  provide  personal 
care . 

OTHER  FACTORS  AFFECTING  THE 
PROPER  USE  OF  HOME  HEALTH 
SERVICES 


GAO  found  several  other  factors  which  were  adversely 
affecting  proper  utilization  of  the  home  health 
benefit.  Specifically, 

— physicians  who  authorize  program  services  do  not 
appear  to  be  taking  a  very  active  role  in  the  home 
health  program  (see  p.  25), 

--Medicare  contractors  had  little  specific  compara¬ 
tive  information  about  the  utilization  practices 
of  home  health  agencies  (see  p.  30), 

— the  medical  documentation  in  agency  case  files 
was  often  not  complete  (see  p.  31), 

— home  visits  with  beneficiaries  are  needed  to 
verify  various  program  requirements  as  part  of 
the  onsite  coverage  audits  planned  by  HCFA  (see 
p.  32) ,  and 

— contractors  have  little  incentive  to  make  proper 
coverage  determinations  (see  p.  34). 

To  address  each  of  these  problems,  GAO  makes  rec¬ 
ommendations  to  the  Secretary  of  HHS  (see  p.  36). 

GAO  did  not  obtain  HHS  comments  on  this  report,  at 
the  request  of  Senator  Domenici' s  office. 
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CHAPTER  1 


INTRODUCTION 

This  report  focuses  on  the  utilization  controls  established 
for  the  home  health  benefit  under  Medicare  1_/  and  was  prepared  at 
the  request  of  Senator  Pete  V.  Domenici .  Controls  over  the  cost 
of  the  home  health  benefit  was  the  subject  of  an  earlier  General 
Accounting  Office  (GAO)  report  to  the  Congress  entitled  "Home 
Health  Care  Services--Tighter  Fiscal  Controls  Needed"  (HRD-79-17, 

May  15 ,  1979  )  . 

AUTHORITY  AND  FUNDING 

Title  XVIII  of  the  Social  Security  Act  makes  available  a  broad 
health  insurance  program- -known  as  Medicare— for  most  Americans 
age  65  and  over  and  certain  individuals  under  65  who  are  disabled 
or  have  chronic  kidney  disease.  Medicare  provides  two  insurance 
protection  programs  for  the  aged  and  disabled-hospital  insurance 
(part  A)  and  supplemental  medical  insurance  (part  B) .  Hospital  in¬ 
surance  is  generally  financed  by  social  security  payments  from  em¬ 
ployers,  employees,  and  the  self-employed.  Medical  insurance  is 
a  voluntary  program  financed  by  general  tax  funds  and  monthly  pre¬ 
miums  collected  from  participating  beneficiaries.  Both  insurance 
programs  cover  health  services  provided  to  eligible  beneficiaries 
in  their  homes  (home  health  care) . 

As  of  December  30,  I960,  3,022  agencies— 1 , 312  government; 

506  visiting  nurse  associations  (VNAs);  420  facility  based;  and 
884  proprietary,  private  nonprofit,  and  others— had  been  certified 
by  Medicare  to  provide  home  health  care.  VNAs  predated  other  home 
health  care  organizational  forms.  Essentially,  they  were  community- 
based  agencies  which  were  supported  by  philantropy  and  patient  fees. 
Government  providers  consist  mostly  of  county  or  local  public  health 
departments.  Facility- based  agencies  are  those  agencies  that  are 
affiliated  with  a  hospital,  a  skilled  nursing  facility,  or  a  re¬ 
habilitation  facility. 

Medicare  home  health  care  outlays  nationally  have  increased 
from  $287  million  in  fiscal  year  1976  to  an  estimated  $964  million 
for  fiscal  year  1981. 

PROGRAM  ADMINISTRATION 


The  administration  of  the  Medicare  program  has  been  delegated 
by  the  Secretary  of  Health  and  Human  Services  (HHS )  to  the  Adminis 
trator  of  the  Health  Care  Financing  Administration  (HCFA).  HCFA 


1/In-home  assistance  is  also  authorized  under  title  XIX  and  XX  of 
the  Social  Security  Act  and  title  III  of  the  Older  American  Act. 
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administers  the  program  with  the  assistance  of  organizations  such 
as  Blue  Cross  and  Blue  Shield  plans  and  commercial  insurance  com¬ 
panies  such  as  Aetna  Life  and  Casualty  and  Mutual  of  Omaha*  Those 
organizations  who  help  administer  part  A  of  Medicare  are  called 
intermediaries  while  those  who  help  administer  part  B  are  called 
carriers . 

Home  health  benefits  are  authorized  under  parts  A  and  B  of  the 
Medicare  program ,  but  intermediaries  are  responsible  for  the  admin¬ 
istration  of  the  home  health  benefit  regardless  of  which  part  pays 
for  it.  As  of  December  31,  1980,  there  were  77  such  intermediaries 
which,  among  other  things,  are  responsible  fori  (1)  making  reason¬ 
able  payments  for  services  provided  by  home  health  agencies  (HHAs) , 
(2)  serving  as  a  channel  of  communication  between  HHAs  and  HCPA, 
and  (3 )  assisting  in  establishing  and  applying  safeguards  against 
the  unnecessary  use  of  program  services. 

ritiAs  also  have  the  option  of  dealing  directly  with  the  Federal 
Government  through  HCFA's  Office  of  Direct  Reimbursement.  As  of 
September  30,  1980,  469  HHAs  did  so. 

The  Social  Security  Act  requires  that  Medicare  payments  to 
HHAs  be  based  on  the  lesser  of  reasonable  costs  or  customary 
charges.  HHAs  are  paid  during  the  year  based  on  estimated  costs, 
but  final  settlements  are  limited  to  those  costs  found  by  inter¬ 
mediaries  to  be  proper,  reasonable,  and  related  to  patient  care. 

The  HHAs*  annual  cost  report  is  the  basis  for  determining  allow¬ 
able  costs  for  furnishing  services  and  determining  the  share  of 
those  costs  which  are  attributable  to  Medicare.  The  HHA  cost  re¬ 
port  is  subject  to  a  desk  review  and  field  audit  by  the  intermed¬ 
iaries  . 

HCFA  has  also  established  prospective  cost  reimbursement 
limits  on  home  health  services  as  authorized  under  section  223  of 
the  Social  Security  Amendments  of  1972.  2/  These  limits  are  by 
type  of  home  health  visit  (skilled  nursing,  home  health  aide, 
physical  therapy,  etc.).  Separate  limits  for  urban  and  rural 
geographic  areas  are  established  for  freestanding  agencies  (gen¬ 
erally  VNAs,  nonprofits,  etc.)  and  facility-based  agencies.  For 


l/Under  the  law,  with  HHS  approval,  Professional  Standards  Review 
Organizations  (PSROs)  can  review  the  use  of  home  health  services. 
However,  in  the  main  PSROs  have  concentrated  on  reviewing  hos¬ 
pital  admissions  and  length  of  stay. 

2/We  made  an  evaluation  of  these  limits  at  the  request  of  the 
Chairman  of  the  House  Ways  and  Means  Oversight  Subcommittee  and 
Senator  Bob  Packwood,  The  reports  are  entitled  "Evaluation  of 
the  Health  Care  Financing  Administration' s  Proposed  Home  Health 
Care  Cost  Limits"  (HRD-80-84  and  HRD-80-85,  May  8,  1980). 
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example,  the  limits  in  effect  for  the  year  ended  June  30,  1981 
(exclusive  of  consideration  for  the  wage  level  in  the  area  in  which 
the  agency  is  located  and  other  factors) ,  for  home  health  aide 
visits  provided  by  freestanding  facilities  in  rural  and  urban  areas 
was  $31.49  and  $32.26,  respectively.  For  facility-based  agencies, 
the  limit  was  $42.95  for  rural  areas  and  $47.36  for  urban  areas. 

Program  regulations  governing  the  home  health  benefit  are  em¬ 
bodied  in  Part  400  of  Title  42  of  the  Code  of  Federal  Regulations. 
Additional  instructions  and  guidance  to  HHAs  are  contained  in  the 
Medicare  Home  Health  Agency  Manual  (home  health  manual) . 

PROGRAM  BENEFITS  AND 
ELIGIBILITY  REQUIREMENTS 


Home  health  care  is  health  care  prescribed  by  a  physician  and 
provided  to  persons  in  their  homes.  Medicare  home  health  care 
services  include 

— part-time  or  intermittent  nursing  care  provided  by  or  under 
the  supervision  of  a  registered  professional  nurse; 

— physical,  occupational,  or  speech  therapy; 

— medical  social  services,  which  include  services  necessary 
for  assisting  the  patient  to  adjust  to  social  and  emotional 
conditions  related  to  the  patient' s  health  problem;  and 

— part-time  or  intermittent  services  from  a  home  health  aide, 
which  include  helping  the  patient  to  bathe  and  care  for  the 
mouth,  skin,  and  hair;  to  the  bathroom  and  in  and  out  of 
bed;  to  take  self-administered  medications  ordered  by  a 
physician;  and  to  exercise. 

The  program  also  authorizes  medical  supplies  (other  than  drugs  and 
biologicals)  and  appliances. 

To  be  eligible  for  home  health  coverage  under  Medicare,  a  per¬ 
son  must  essentially  be  confined  to  his/her  residence  (home-bound), 
be  under  a  physician's  care,  and  need  part-time  or  intermittent 
skilled  nursing  care  and/or  physical,  speech,  or  occupational  1/ 
therapy.  Such  care  must  be  prescribed  by  a  physician,  and  the 
services  furnished  must  be  provided  by  a  participating  HHA  (either 
directly  or  through  arrangements  with  others)  in  accordance  with 
the  physician's  treatment  plan. 


JL/The  Cmnibus  Budget  Reconciliation  Act  of  1981  (Public  Law  97-35) 
eliminated  occupational  therapy  as  a  qualifying  service,  ef¬ 
fective  December  31,  1981. 
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— a  100-visit  limitation  was  eliminated  under  part  A  and  B, 

— a  3-day  prior  hospitalization  requirement  under  part  A  was 
eliminated,  and 

— a  $60  deductible  under  part  B  was  eliminated  (for  home  health 
services  only) . 

The  act  also  eliminates  the  requirement  that  proprietary  agen¬ 
cies  could  participate  in  Medicare  only  if  they  were  established  in 
States  that  had  licensure  laws  for  proprietary  agencies.  In  addi¬ 
tion,  the  act  requires  HCFA  to  designate  regional  intermediaries  to 
administer  the  home  health  benefit . 

The  elimination  of  the  $60  deductible  under  part  B  coupled  with 
the  elimination  of  the  part  B  co-insurance  by  the  Social  Security 
Amendments  of  1972  makes  home  health  services  a  unique  benefit  under 
Medicare.  The  benefit  is  available  to  the  beneficiary  at  no  cost. 

OBJECTIVES,  SCOPE, 

AND  METHODOLOGY 


The  objectives  of  this  review  were  to  assess  ( l)  the  reason¬ 
ableness  and  medical  necessity  of  the  skilled  care  provided  by  HHAs, 
(2)  the  need  for  the  home  health  aide  services  provided,  and  (3) 
the  adequacy  of  controls  established  to  prevent  unnecessary  utili¬ 
zation  of  both  aide  and  skilled  services.  Additionally,  the  review 
was  designed  to  assess  compliance  with  the  homebound  and  various 
other  requirements  of  the  program. 

The  review  was  performed  at  HCFA  headquarters  in  Baltimore, 
six  HHS  regional  offices,  12  fiscal  intermediaries  and  HCFA' s  Of¬ 
fice  of  Direct  Reimbursement,  and  37  home  health  agencies.  The 
names  of  the  offices,  intermediaries,  and  HHAs  are  listed  in  ap¬ 
pendix  I. 

The  HHS  regions  were  selected  primarily  to  provide  coverage  of 
a  wide  geographic  area.  The  intermediaries  were  selected  mainly 
because  of  the  relatively  large  number  oi  HHAs  serviced  within  their 
respective  HHS  regions.  Also,  coverage  was  desired  for  commercial 
insurance  companies  as  well  as  Blue  Cross  plans.  The  specific  fac¬ 
tors  considered  in  selecting  the  HHAs  is  discussed  on  page  8. 

The  work  at  the  intermediary  locations  focused  on  reviewing 
their  claims  processing  systems.  The  work  at  each  of  the  HHAs 
keyed  on  the  review  of  case  files  of  randomly  selected  beneficiar¬ 
ies?  a  total  of  433  cases  were  reviewed.  The  medical  aspects  of 
the  case  file  review  were  performed  by  registered  nurse  consultants 
on  loan  to  us  from  HCFA  and  an  intermediary. 
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As  part  of  our  review,  we  also  talked  with  a  total  of  85  physi¬ 
cians  who  authorized  home  health  services  and  we  visited  a  total 
of  150  benef iciari.es  in  their  homes  ,  The  purpose  of  the  physician 
contacts  was  to  discuss  the  authorizing  plan  of  treatment  relative 
to  the  services  actually  provided.  The  purpose  of  our  visits  to 
beneficiary  homes  was  to  observe  first-hand  the  physical  condition 
of  the  patient  and  the  environment  in  which  he/ she  lived.  More 
specifically  we  were  interested  in  determining  whether  aide  serv¬ 
ices  could  be  performed  by  either  the  beneficiary  or  a  live-in 
partner . 

Statistical  data  developed  during  this  review  cannot  be  pro¬ 
jected.  We  believe,  however,  the  data,  along  with  other  studies 
and  evidence  presented  in  the  report,  supports  our  conclusions  and 
recommendations . 

At  the  request  of  Senator  Domenici' s  office,  we  did  not  obtain 
comments  on  this  report  from  HHS. 
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CHAPTER  2 


MANY  CLAIMED  SERVICES  ARE  NOT  COVERED 
UNDER  THE  PROGRAM 

About  20  percent  of  the  home  health  services  reviewed  by  the 
nurses  who  assisted  us  are  not  covered  1/  under  the  program  because 
ip  their  judgment  the  services  were  not  reasonable  or  medically 
necessary  or  because  they  failed  to  meet  other  program  requirements 
such  as  being  homebound .  Also  the  coverage  status  for  an  additional 
7  percent  of  the  services  was  considered  "questionable."  Other  HCFA 
and  intermediary  studies  have  also  shown  high  rates  of  noncovered 
care  provided  by  HHAs .  However,  only  about  2  percent  of  home  health 
claims  are  denied  by  intermediary  claims  processing  systems. 

Intermediary  payment  systems  generally  are  not  capable  of  de¬ 
tecting  noncovered  services  because  sufficient  information  on  whj.ch 
to  base  a  decision  is  not  included  on  the  claims  forms  or  other 
documents  sent  to  intermediaries.  HCFA  needs  to  take  a  number  of 
steps  to  increase  the  capability  of  intermediary  claims  processing 
systems  to  detect  noncovered  care.  Specifically,  where  utilization 
exceeds  an  established  norm,  HHAs  should  be  required  to  submit  to 
intermediaries  a  copy  of  the  beneficiary's  medical  file.  Also, 
the  regulations  regarding  homebound  status  need  to  be  clarified  and 
nurses  and  aides  should  be  required  to  document  the  beneficiary’ s 
ability  to  ambulate  and  the  nature  and  frequency  of  absences  from 
the  home . 

HOME  HEALTH  UTILIZATION  — 

AN  OVERVIEW  1/ 

The  use  of  home  health  services  has  increased  dramatically. 
Between  1974  and  1978,  the  number  of  Medicare  enrollees  using  home 
health  services  increased  from  about  393,000  to  770,000.  Over  the 
same  time,  the  total  number  of  visits  increased  from  8.1  million 
to  17.3  million  while  the  average  number  of  visits  per  person  served 
increased  from  20.6  to  22. 5.  Since  1974,  the  Northeastern  part  of 
the  country  has  had  the  highest  user  rate  (39.6  of  every  1,000  en¬ 
rollees  received  home  health  services  in  1978) .  For  the  other  parts 
of  the  country,  in  1978  the  user  rate  ranged  from  23  to  28  per  1,000 
enrollees . 


1/lhe  term  not  covered  as  used  in  this  report  means  that  the 

services  are  not  normally  reimbursable  for  any  of  several  reasons, 
e.g.,  services  are  not  reasonable  or  medically  necessary; 
the  patient  is  not  homebound;  and  services  exceeded  the 
plan  of  treatment . 
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Selected  demographic  data  show  that  urban  populations,  women, 
and  older  individuals  use  more  home  health  services*  Enrol lees 
living  in  metropolitan  areas  have  a  user  rate  (31.5  per  1,000  en- 
rollees)  that  is  45  percent  higher  than  those  living  in  nonmetro- 
politan  areas  (21.7  per  1,000).  The  user  rate  among  women  (31.4 
per  1,000  enrollees)  was  30  percent  higher  than  for  men  (24.2  per 
1,000).  Finally,  among  the  aged,  the  user  rate  increases  from  11.6 
per  1,000  among  those  65  to  66  years  of  age  to  61.1  per  1,000  among 
those  85  and  older. 

In  1978,  VNAs  served  nearly  40  percent  of  the  persons  receiv¬ 
ing  services  under  the  program  and  provided  and  more  than  a  third 
of  the  visits.  Private  nonprofit  HHAa  on  the  average  provided  more 
visits  per  beneficiary  served  than  any  other  type  of  HHA.  Hie  fol¬ 
lowing  table  compares  home  health  utilization  by  type  of  HHA. 

1978  Home  Health  Utilization  Data 


Visits 


Per 

Beneficiaries 

beneficiary 

Type  of  agency 

served 

Number 

served 

(thousands) 

(thousands) 

VNAs 

297.6 

6,  335 

21.3 

Private  nonprofit 

160.9 

4,  464 

27.7 

Government 

152.  2 

3,  053 

20.1 

Hospit a 1-based 

87.  8 

1,877 

21.4 

Proprietary 

Combined  government 

37.  5 

925 

24.  7 

and  voluntary 
(note  a) 

21.3 

391 

18. 4 

Other  (note  b) 

12  .5 

300 

24.0 

All  agencies 

c/769.7 

17,345 

22.  5 

a/Usually  these  HHAs  are  jointly  administered  by  a  State  or  local 
health  department  and  a  VNA. 

b/lncludes  rehabilitation  and  skilled  nursing  facility-based  agen¬ 
cies  . 

c/Does  not.  add  exactly  because  of  rounding. 


^/Utilization  data  presented  in  this  section  were  developed  by 
HCFA*  s  Office  of  Research,  Demonstrations,  and  Statistics  an'i 
are  the  most  current  data  available. 
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The  following  table  shows  that 
counted  for  only  8.6  percent  of  the 
on  the  average  4.6  visits  per  user, 
the  users  accounted  for  46.3  of  the 
users  in  this  group  received  on  the 


42. 6  percent  of  the  users  ac- 
visits  made  under  the  program — 
Conversely,  12.1  percent  of 
visits  made  and  about  25,000 
average  135.1  visits. 


1978  V isit  Rates  for  Home  Health  Users 


Visits 


Number  of 

Persons 

served 

Per 

visits 

Number 

Percent 

Number 

Percent 

beneficiary 

(thousands) 

( thousands ) 

1-9 

328.1 

42.  6 

1,496 

8.  6 

4.  6 

10-19 

173.  4 

22.  5 

2,  403 

13.9 

13.9 

20-29 

88.  8 

11.5 

2,139 

12.  3 

24.1 

30-39 

52.6 

6.  8 

1,  792 

10.  3 

34.1 

40-49 

33.  9 

4.  4 

1 , 500 

8.  7 

44.  2 

50-99 

68.  3 

8.  9 

4,  693 

27.1 

68.7 

100  and 

over 

24.6 

3  .2 

3  ,323 

19.2 

135.1 

Total 

769  .7 

a/ 100  .0 

a/  17  ,345 

a/ 100  .0 

22.5 

a/Do  not  add  exactly  because  of  rounding. 


AGENCY  AND  BENEFICIARY  SELECTION 


We  selected  three  HHAs  1/  from  each  of  12  intermediaries  re¬ 
viewed.  For  HCFA* s  Office  of  Direct  Reimbursement,  five  agencies 
were  chosen.  The  total  number  of  HHAs  reviewed  was  37. 

In  selecting  HHAs,  our  principal  selection  criterion  was  the 
extent  of  the  use  of  home  health  aide  visits,  that  is,  percentage 
of  aide  visits  to  total  visits  and  the  percentage  of  beneficiaries 
receiving  aide  visits.  The  greater  the  use  of  aides,  the  greater 
the  likelihood  that  the  agency  would  be  selected.  Our  reason  for 
giving  weight  to  aides  was  that  we  were  particularly  interested 
in  determining  the  availability  of  family  and  friends  to  perform 
the  personal  care  services  provided  by  aides.  This  particular 
point  is  discussed  in  more  detail  in  chapter  4  of  this  report. 
Also,  overall  we  attempted  to  give  coverage  to  all  types  of  agen¬ 
cies  that  participate  in  Medicare's  home  health  program,  i.e., 

VNAs ,  proprietaries,  nonprofits,  etc.  Finally,  we  did  not  select 
any  HHAs  that  were  included  in  our  May  1979  report  (see  p.  1)  or 
any  HHAs  which  were  under  investigat:  ->n  by  HCFA  or  HHS. 


l./Cnly  two  HHAs  were  reviewed  at  four  intermediaries  because  of 
low  aide  utilization  and/or  time  constraints. 


Generally  we  selected  12  case  files  for  review  at  each  agency; 
overall,  433  cases  were  reviewed  *  The  selections  were  random  from 
the  universe  of  the  HHA ' s  Medicare  patients  who  1/ 

--were  receiving  services  at  the  time  of  our  visit, 

— had  their  services  billed  for  reimbursement, 

--were  receiving  aide  visits,  and 

--had  been  provided  at  least  2  months  of  cervices. 

Twelve  nurse  consultants  made  the  case  reviews — 11  registered  nurses 
employed  by  HCFA  and  1  registered  nurse  employed  by  an  intermediary. 

The  major  program  requirements  for  which  the  nurses  assessed 
KHA  compliance  were 

— the  patient  is  homebound; 

— skilled  care  is  needed; 

— the  services  provided  are  reasonable  and  medically  necessary; 
and 

— the  primary  function  of  a  home  health  aide  is  the  personal 
care  of  the  patient,  but  homemaker  services  can  be  provided 
if  they  are  incidential  to  the  personal  care  and  do  not  sub¬ 
stantially  increase  the  time  spent  by  the  home  health  aide. 

The  findings  of  the  nurses  were  based  on  their  review  of  the 
patient  case  files.  These  files  are  supposed  to  contain  all  infor¬ 
mation  pertinent  to  the  medical  condition  of  the  patient,  the  serv¬ 
ices  actually  provided,  and  the  progress  made  by  the  patient.  Also, 
for  150  of  the  cases  reviewed,  the  nurses  accompanied  us  on  our 
visits  to  the  patients'  home  and  accordingly  had  the  opportunity 
to  observe  the  patients'  condition  firsthand. 

Recognizing  that  there  is  necessarily  an  element  of  judgment 
involved  in  making  such  assessments,  the  nurses  recorded  their 
findings  in  two  categories 

— those  visits  where,  in  the  nurses’  opinion,  the  services 
clearly  were  not  covered  under  the  program  and 

— those  services  where  the  nurses  felt  the  services  to  be 
"questionable,"  that  is,  on  the  basis  of  the  available 


JL/In  some  cases,  particularly  involving  smaller  HHAs,  we  were 
unable  to  meet  all  of  our  selection  criteria. 
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records,  the  nurse  could  not  make  a  conclusive  coverage 
determination . 


RESULTS  OF  PATIENT  CASE  FILE  REVIEW 


Our  nurse  consultant  reviews  disclosed  a  significant  number  of 
visits  claimed  that  were  not  covered  under  the  program.  1/  The 
following  table  summarizes  the  findings. 


Noncovered  and  Questionable  HHA  Visits  fcr  43 T  Beneficiaries 

Non- 

Reason  covered  Questionable  Total 


Not  homebound 
Services  not  reasonable  or 
medically  necessary 
Aide  visits  ineligible 
because  skilled  care 
requirement  was  not 
met 

Aide  visits — no  personal 
care  given  or  care  pri¬ 
marily  homemaker  services 
Other 

Total 

Unduplicated  total 
Total  visits  reviewed 


432 

422 

854 

1,706 

480 

2,186 

1,177 

348 

1,525 

487 

87 

574 

795 

244 

1,039 

4,597 

1,581 

6,178 

5,  070 

18,  586 

Unduplicated  total  as 
a  percent  of  total 

visits  reviewed  27% 


The  rate  for  the  visits  considered  to  be  noncovered  and  ques¬ 
tionable  for  HHAs  reviewed  ranged  from  zero  percent  to  87  percent 
of  the  visits.  Further,  98  percent  of  the  noncovered  and  question¬ 
able  services  were  claimed  by  28  of  the  37  HHAs  reviewed.  The  fol¬ 
lowing  table  presents  a  frequency  distribution  of  the  noncovered 
and  questionable  care  found  by  the  nurses. 


l/As  discussed  on  p.  21,  nearly  all  of  the  services  claimed  were 
paid  by  the  intermediaries. 
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Frequency  Distribution  for  HHA 
Visits  Not  Covered  and  Questionable 


Percent  of 
visits  reviewed 


Number  of  HHAs 


less  than  5  9 
5-10  2 
11-20  7 
21-30  5 
31-40  4 
41-50  5 
over  50  _5 

Total  37 


The  following  discusses  in  more  detail  the  nature  of  the 
nurses'  findings.  Also  discussed  is  the  HCFA  guidance  on  coverage 
of  home  health  services. 


Not  homebound  (854  visits) 


The  854  visits  involved  33  or  about  8  percent  of  the  cases  re¬ 
viewed  by  our  nurse  consultants.  Two  of  the  most  common  reasons 
given  for  the  noncovered  or  questionable  homebound  status  of  the  j 
beneficiaries  are  that  either  the  patient  can  ambulate  or  the  pa-  j 
tient  in  fact  does  leave  the  home.  Some  examples  follow:  1 

--Has  dinner  out  daily  and  goes  shopping  2  times  a  week.  j 

j 

— Patient  has  been  working  in  yard.  j 

--Walks  independently  indoors,  outdoors,  and  climbs  stairs  / 
with  and  without  cane . 

j 

— Nursing  care  plan  indicated  ambulation  goals  were  met. 


— Aide  indicates  patient  ambulates  well .  j 

j 

--Attends  day  care  center  full  time. 


— Ambulatory  with  minimal  or  no  assistance. 


— Patient  not  home . 

The  requirement  that  an  individual  be  homebound  to  be  ell 
for  home  health  services  is  the  characteristic  that  makes  hoiW 
health  care  unique  from  all  other  health  services.  Because  ti 
dividual  cannot  leave  his  or  her  home  to  receive  needed  healtf 
ices,  the  health  care  must  be  brought  to  the  individual.  As# 
that  beneficiaries  meet  the  homebound  requirement,  however,  I 

J 


Frequency  Distribution  for  HHA 
Visits  Not  Covered  and  Questionable 


Percent  of 

visits  reviewed  Number  of  HHAs 

less  than  5 
5-10 
11-20 
21-30 
31-40 
41-50 
over  50 

Total 

The  following  discusses  in  more  detail  the  nature  of  the 
nurses'  findings.  Also  discujsed  is  the  HCFA  guidance  on  coverage 
of  home  health  services. 

Not  homebound  (854  visits) 

The  854  visits  involved  33  or  about  8  percent  of  the  cases  re¬ 
viewed  by  our  nurse  consultants.  Two  of  the  most  common  reasons 
given  for  the  noncovered  or  questionable  homebound  status  of  the 
beneficiaries  are  that  either  the  patient  can  ambulate  or  the  pa¬ 
tient  in  fact  docs  leave  the  home.  Some  examples  follow: 

--Has  dinner  out  daily  and  goes  shopping  2  times  a  week. 

— Patient  has  been  working  in  yard. 

— Walks  independently  indoors,  outdoors,  and  climbs  stairs 
with  and  without  cane . 

— Nursing  care  plan  indicated  ambulation  goals  were  met. 

— Aide  indicates  patient  ambulates  well . 

— Attends  day  care  center  full  time. 

--Ambulatory  with  minimal  or  no  assistance. 

— Patient  not  home  . 

The  requirement  that  an  individual  be  homebound  to  be  eligible 
for  home  health  services  is  the  characteristic  that  makes  home 
health  care  unique  from  all  other  health  services.  Because  the  in¬ 
dividual  cannot  leave  his  or  her  home  to  receive  needed  health  serv 
ices,  the  health  care  must  be  brought  to  the  individual.  Assuring 
that  beneficiaries  meet  the  homebound  requirement,  however,  is 
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extremely  difficult.  Further,  given  HCFA's  vague  definition  and 
guidance  on  what  constitutes  being  homebound,  we  believe  an  HHA 
could  successfully  challenge  many  nonhomebound  determinations, 
including  those  cf  our  nurse  consultants. 

HCFA's  homebound  criteria  have  key  undefined  terms  and  re¬ 
quire  HHAs  and  intermediaries  to  make  value  laden  judgments.  Fur¬ 
ther,  the  criteria--which  is  shown  in  appendix  II — are  indicative 
of  the  complexity  and  difficulty  of  administering  this  aspect  of 
the  home  health  benefit. 

The  criteria  state,  for  example,  that  the  individual  is  to  be 
confined  to  his  or  her  home  but  that  this  does  not  necessarily  mean 
that  the  patient  is  bedridden.  At  the  same  time,  the  criteria 
state  that  an  individual  must  have  a  "normal  inability"  to  leave 
home  and  consequently  leaving  their  home  would  require  a  "consider¬ 
able  and  taxing"  or  "undue  effort."  Ihe  criteria  point  out,  how¬ 
ever,  that  an  individual  who  does  not  often  leave  his/her  home  only 
because  of  "feebleness"  and  "insecurity"  cannot  be  considered  home- 
bound.  We  believe  that  in  many  cases  (particularly  for  the  elderly) 
it  would  be  extremely  difficult  to  distinguish  between  what  is  meant 
by  "feeble"  (defined  by  Webster's  New  Collegiate  Dictionary  as 
"markedly  lacking  in  strength" )  and  a  condition  which — to  leave  the 
home--would  require  "undue  effort"  or  a  "considerable  and  taxing 
effort . " 

The  criteria  state  that  "generally"  an  individual  can  be  con¬ 
sidered  homebound  if  he  or  she  uses  supportive  devices,  such  as 
canes,  crutches,  wheelchairs,  walkers,  special  transportation,  or 
requires  the  assistance  of  another  person  to  leave  the  home. 

While  such  situations  may  generally  result  in  a  person  being  home- 
bound,  at  the  same  time,  it  is  not  uncommon  to  observe  individuals 
outside  their  home  who  use  supportive  devices  or  who  are  walking 
with  the  assistance  of  another  individual. 

The  criteria  also  state  that  the  beneficiary  can  be  considered 
homebound  even  if  he  or  she  leaves  the  home,  but  does  not  specifi¬ 
cally  state  under  what  circumstances.  The  criteria  state  that  such 
absences  must  be  "occasional"  or  "infrequent,"  of  "relatively  short 
duration,"  and  must  "not  indicate  that  the  patient  has  the  capacity 
to  obtain  the  health  care  provided  outside  rather  than  in  the  home." 

Even  with  more  specific  criteria,  determining  the  homebound 
status  of  beneficiaries  would  be  difficult.  At  present  there  are 
no  specific  requirements  to  document  how  easy  or  how  difficult  it 
is  for  beneficiaries  to  ambulate.  Nor  are  there  any  specific  re¬ 
quirements  to  document  the  frequency  and  nature  of  absences  from 
the  home.  Consequently,  in  some  caser ,  for  an  intermediary  to  in¬ 
dependently  validate  a  beneficiary’ s  homebound  status--which  can 
and  does  change  over  time--we  believe  a  visit  to  the  beneficiary's 
home  would  be  required. 
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A  patient*  s  capacity  to  obtain  medical  services  outside  the 
home  is  a  critical  issue  in  trying  to  control  program  costs.  While 
home  health  services  have  been  frequently  cited  as  cheaper  than 
hospitalization  or  nursing  home  care,  a  visit  to  a  doctor's  office 
or  a  doctor*  s  home  visit  is  often  cheaper  than  a  skilled  nursing 
visit  or  for  that  matter  an  aide  visit.  A  physician  summed  it  up 
this  way*  "*  *  *  the  doctor  doesn't  get  that  much  money  for  a  bet¬ 
ter  exam  in  the  office."  The  following  table  shows  selected  1980 
physician  charging  patterns. 

Physician  Prevailing  Charge  Summary  Data 
for  the  Year  Ended  June  30,  1980  (note  a) 


Procedure 

Followup  office  visits 
Minimal 
Brief 
Limited 
Intermediate 
Extended 
Complete 

Followup  home  visit  (note  b) : 
Brief 
Limited 
Intermediate 


General 

practitioners  Specialists 


$  10 . 86 

$11.48 

11.23 

16.30 

14. 89 

17.12 

18.  26 

20.83 

27. 60 

28.  91 

38.  86 

45.  59 

18. 49 

22.13 

(c) 

25.04 

20.  93 

23.  20 

a/Under  part  B  of  Medicare,  reimbursement  to  physicians  is  based 
on  the  lower  of  the  billed  amount,  the  customary  charge,  or  the 
prevailing  charge.  The  customary  charge  represents  the  charge 
for  a  given  procedure  that  a  physician  "customarily"  or  usually 
bills.  The  prevailing  charge  is  the  lowest  charge  on  an  array 
of  customary  charges  which  is  high  enough  to  include  75  percent 
of  all  physician  customary  charges  for  a  given  geographical  area 
or  locality.  The  prevailing  charges  in  the  above  table  represent 
the  weighted  average  of  the  prevailing  charges  for  all  Medicare 
carrier  localities  for  the  year  ended  June  30,  1979.  To  convert 
the  data  to  a  1980  charge  level,  we  increased  the  1979  data  by 
8.1  percent  which  represent  the  maximum  percent  increase  in 
physician  prevailing  charges  permitted  in  accordance  with  the 
Medicare  legislation. 

b/fbr  the  year  ended  June  30,  1979,  about  1.7  million  followup 
home  visits  were  billed  under  part  B  of  Medicare. 

c/lnsuf f icient  data. 


The  Medicare  reimbursement  limits  for  skilled  nursing  visits 
for  the  year  ended  June  30,  1980,  were  $41.80  for  urban  areas 
and  $38.05  for  rural  areas.  Y/  Comparing  these  limits  to  the 
physician  charging  patterns  shown  above  shows  that  physician 
charges  are  greater  for  only  one  procedure--a  complete  followup 
office  visit.  Also,  in  comparing  the  cost  limits  for  aide  ser¬ 
vices— $33,  urban?  $27.70,  rural--physician  charges  are  greater 
for  only  extended  and  complete  followup  visits. 

Services  not  reasonable  or 
medically  necessary  (2,186  visits) 

The  vast  majority  of  services  in  this  category  were  skilled 
nursing  visits  and  aides  services.  To  provide  some  insight  into 
the  nature  or  reasons  for  the  coverage  problems  the  nurses  dis¬ 
closed,  we  analyzed  their  review  sheets  and  notes,  the  results  of 
which  are  shown  below. 


Services  Mot 
or  Medically 

Reasonable 

Necessary 

Skilled 

Visits 

Reason 

nursing 

Aide 

Total 

Frequency  should  be  decreased 
Patient  or  family  is  able  to 

362 

368 

730 

provide  care 

Patient  does  not  need  skilled 

456 

456 

care  or  no  skilled  care  given 

No  specific  reason  given  or 
specific  reason  not  clear 

297 

297 

(note  a) 

Visits  extended  beyond  period 
of  need  or  the  patient' s 

125 

159 

284 

condition  is  stable 

258 

12 

270 

Total 

1,042 

995 

2  ,037 

a/ For  these  visits,  the  nurses  classified  the  services  as  "not  rea¬ 
sonable  or  medically  necessary,"  however,  we  were  not  able  to 
identify  a  precise  reason.  Either  no  specific  reason  was  given 
or  the  stated  reason  was  not  clear. 

A  typical  example  where  the  frequency  of  visits  could  be  re¬ 
duced  is  a  situation  where  a  beneficiary  is  receiving  three  skilled 
visits  per  week  but  where  two  visits  are  sufficient.  There  is 


_l/HCFA  subsequently  modified  its  method  for  establishing  reimburse¬ 
ment  limits  for  home  health  care  (see  p.  2  of  this  report). 
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little  guidance  in  HCFA's  home  health  manual  on  the  frequency  of 
skilled  nursing  visits.  Whether  an  individual  needs  three  or  two 
visits  per  week  is  largely  left  to  the  judgment  of  HHA  and  we  be¬ 
lieve  that  it  would  be  extremely  difficult  to  "manualize"  hard  and 
fast  criteria  in  this  respect. 

Concerning  the  frequency  of  aide  visits,  in  March  1981,  HCFA 
revised  the  home  health  manual  to  require  HHAs  to  justify  those 
situations  where  aide  services  are  provided  more  than  1  to  2  hours 
per  day,  two  or  three  times  per  week.  Prior  to  the  revision  and 
at  the  time  of  our  review,  the  manual  was  unclear  about  the  fre¬ 
quency  of  aide  visits  and  was  interpreted  by  some  intermediaries 
to  mean  that  aide  services  would  have  to  be  justified  only  if  they 
exceeded  100  hours  per  month. 

Using  aides  to  provide  services  where  the  beneficiary  or  a 
family  member  can  perform  such  services  is  the  issue  addressed  in 
chapter  4  of  this  report.  In  brief,  we  believe  program  expendi¬ 
tures  could  be  reduced  significantly  if  appropriate  consideration 
were  given  to  the  availability  of  family  and  friends  to  provide 
personal  care  services. 

A  basic  program  requirement  for  coverage  under  Medicare  is 
that  the  beneficiary  needs  skilled  care  and  that  the  care  must 
in  fact  be  provided.  There  were  297  visits  where  this  basic  re¬ 
quirement  was  not  met. 

Finally  for  the  last  category,  where  visits  extended  beyond 
the  period  of  need,  an  example  is  a  beneficiary  whose  vital  signs 
(blood  pressure,  pulse,  etc.)  have  been  monitored  following  treat¬ 
ment  for  a  thyroid  condition.  The  nurse's  notes  show  that  the 
vital  signs  have  stabilized  but  monitoring  continues  unnecessarily 
in  the  judgment  of  the  nurse. 

Aide  visits — no  personal  care  given 
or  care  primarily  homemaker  services 
(574  visits)  * 

The  Medicare  law  authorizes  the  part-time  or  intermittent 
services  of  a  home  health  aide  "to  the  extent  permitted  in  regula¬ 
tions."  Concerning  homemaker  type  services,  the  regulations  state 
that  the  services  of  housekeepers  or  food  service  arrangements, 
such  as  those  of  "meals-on-wheels"  programs,  are  not  considered 
as  home  health  services  (CFR  405.237)  but  "household  services 
essential  to  health  care  at  home"  are  permitted  (CFR  405.1227). 

The  home  health  manual  states  that  the  primary  function  of 
a  home  health  aide  is  the  personal  care  of  the  patient.  Personal 
care  duties  include  assistance  in  the  activities  of  daily  living, 
e  .g  . ,  helping  the  patient  to  bathe,  to  get  in  and  out  of  bed,  to 
care  for  hair  and  teeth,  to  exercise,  and  to  take  medications. 

The  manual  also  states,  however,  that 
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"While  the  primary  need  of  the  patient  for  home 
health  aide  services  furnished  in  the  course  of  a 
particular  visit  may  be  for  personal  care  services 
furnished  by  the  aide,  the  heme  health  aide  may 
also  perform  certain  household  services  which 
are  designated  to  the  home  health  aide  in  order 
to  prevent  or  postpone  the  patient's  institution¬ 
alization.  These  services  may  include  keeping  a 
safe  environment  in  areas  of  the  home  used  by 
the  patient,  e.g.,  changing  the  bed,  light  clean¬ 
ing,  rearrangements  to  assure  that  the  beneficiary 
can  safely  reach  necessary  supplies  or  medication, 
laundering  essential  to  the  comfort  and  cleanliness 
of  the  patient,  etc.,  seeing  to  it  that  the  nutri¬ 
tional  needs  (which  may  include  the  purchase  of 
food  and  assistance  in  the  preparation  of  meals) 
of  the  patient  are  met,  and  washing  utensils  used 
in  the  course  of  the  visit.  If  these  household 
services  are  incidental  and  do  not  substantially 
increase  the  time  Spent  by  the  home  health  aide, 
the  cost  of  the  entire  visit  would  be  reimbursable. 

Housekeeping  services  which  would  materially 
increase  the  amount  of  time  required  to  be  spent 
by  the  home  health  aide  to  make  the  visit  above 
the  amount  of  time  necessitated  by  care  for  the 
patient  are  not  reimbursable."  (Underscoring 
added  . ) *  *  * 

The  manual  implies  that  household  services  are  permitted  under 
the  condition  that  they  prevent  or  postpone  institutionalization. 
Conceivably,  we  believe  all  or  any  service  could  contribute  to  this 
goal  and  consequently  the  criteria  are  too  general .  The  manual  also 
provides  that  household  services  are  permitted  if  they  are  "inci¬ 
dental"  and  do  not  "substantially"  or  "materially"  increase  the 
amount  of  time  for  the  visit;  these  terms,  however,  are  not  defined. 
Finally,  the  manual  provision  implies  that--where  the  services  pro¬ 
vided  are  primarily  household  services--the  t ime  spent  for  personal 
care  is  reimbursable  but  that  the  household  services  or  the  time 
spent  for  the  household  services  are  not  reimbursable .  This  aspect 
of  the  criteria  presently  cannot  be  administered — most  HHAs  bill 
on  a  visit  basis  and  not  on  an  hourly  basis.  Further,  while  HCFA 
allows  HHAs  the  option  of  billing  on  an  hourly  basis,  HCFA  does 
not  require  that  HHAs  breakout  the  time  spent  on  homemaker  type 
services . 
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Other  (1,039  visits) 


1 


This  category  represents  those  visits  judged  to  be  noncovered  | 
or  questionable  for  a  wide  variety  of  reasons  or  where  the  reasons  . 
given  by  the  HCFA  nurses  were  not  clear.  Some  of  the  reason  are  1 

i 

— medical  social  services  were  not  covered  because  the  pro¬ 
gram's  skilled  care  requirement  was  not  met;  f 

— visits  exceeded  plan  of  treatment; 

— visits  were  not  documented;  j 

— visits  were  billed  in  instances  when  the  patient  was  not  ] 

home  or  where  the  patient  refused  services ; 

--aide  visits  were  questioned  or  not  covered  apparently  be¬ 
cause  maids,  attendants,  or  live-in  companions  were  available 
and  did  provide  personal  care  to  the  patient; 

— the  services  provided  duplicated  those  of  a  physician;  and 

— occupational  therapy  appeared  to  duplicate  physical 
therapy  services. 

OTHER  STUDIES 


Other  reviews  of  HHA  claims  paid  by  intermediaries  have  dis¬ 
closed  results  similar  to  the  findings  of  our  nurse  consultants. 

As  early  as  June  1976,  a  HCFA  study  of  HHA  claims  processed  by 
35  intermediaries  disclosed  that  13  percent  of  approved  claims 
should  have  been  denied.  The  claims  (representing  the  20  most  com¬ 
mon  diagnoses)  were  reviewed  by  medical  staff  and  were  randomly 
selected  from  claims  generally  processed  in  February  of  1975. 

In  August  1978  testimony  before  the  Subcommittee  cn  Oversight, 
Committee  on  Ways  and  Means,  the  Blue  Cross  Association  1/  spoke 
of  inappropriate  and  excessive  home  health  utilization.  Spec¬ 
ifically,  the  Association  representative  said  that  the  following 
problems  were  prevalent  and  significant  among  the  Blue  Cross  plans; 

"1.  Provision  of  home  health  services  when  no  medical  need 
was  indicated. 


1/The  Blue  Cross  Association  is  the  prime  Medicare  contractor  for 
Blue  Cross  plans  and  in  turn  subcontracts  with  individual  local 
Blue  Cross  plans  throughout  the  country. 
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2.  Continuation  of  home  health  services  beyond  a  reasonable 
period  of  time  for  the  patient's  condition. 

3.  Termination  of  services  to  Medicare  beneficiaries  when 
home  health  benefits  were  exhausted,  but  the  patient  re¬ 
quired  continued  care. 

4.  Provision  of  skilled  nursing  observation  and  monitoring 
for  extended  periods,  although  not  required  because  the 
patient's  condition  had  stabilized. 

5.  Excessive  use  of  home  health  aide  services. 

6.  Submission  of  medical  information  which,  upon  investiga¬ 
tion,  failed  to  provide  a  true  picture  of  the  patient's 
condition  or  medical  needs." 

During  1979  and  1980,  HCFA' s  San  Francisco  Regional  Office 
conducted  evaluations  of  eight  intermediaries  to  see  if  they  were 
effectively  applying  Medicare  coverage  criteria  when  reviewing  HHA 
claims.  Randomly  selected  claims  were  reviewed  by  a  registered 
nurse  who  disagreed  with  the  payment  decisions  made  for  39  percent 
of  the  claims  decisions  made  by  the  intermediaries.  The  rate  of 
disagreement  ranged  from  13  percent  to  86  percent;  a  detailed 
breakdown  follows. 

HCFA  Regional  Office  Home  Health  Claims  Review  (note  a) 


Intermediary 

Number 
of  claims 
in  sample 

Number  of 
claims  disagreed 
with  by  Regional 
Office  (note  b) 

Percent 

of 

disagree 

ment 

Blue  Cross  of 

Northern  California 

55 

19 

35 

Kaiser  Foundation 

21 

18 

86 

Hawaii  Medical 

Service  Association 

25 

12 

48 

Aetna  Life  and  Casualty 
Novato,  California 

23 

3 

13 

Blue  Cross  of  Southern 
California 

20 

5 

25 

Aetna  Life  and  Casualty 
Reno,  Nevada 

20 

5 

25 

Office  of  Direct 

Re imbursement 

20 

10 

50 

Total 

184 

7 2_ 

39 

a/Data  not  available  for 

Blue  Cross 

of  Arizona. 

b/Data  do  not  indicate  the  number  of  visits  denied  and  include 
both  partial  and  complete  disagreement. 


18 


Several  1981  reports  prepared  by  HCFA's  Bureau  of  Quality 
Control  found  significant  problems.  A  March  1981  report  disclosed 
that  for  five  HHAs  in  Mississippi,  75  of  163  cases  reviewed,  or  46 
percent,  were  fully  or  partially  noncovered .  In  another  March 
1981  report  on  four  HHAs  in  Florida,  the  Bureau  did  not  specify 
the  extent  of  the  problems  found  but  nonetheless  recommended  that 
intensified  onsite  medical  reviews  be  conducted  by  the  inter¬ 
mediary.  A  January  1981  study  of  nine  California  HHAs  disclosed 
that  24  percent  of  the  4, 363  visits  reviewed  for  eight  of  the  nine 
HHAs  were  noncovered.  Finally,  a  HCFA  official  informed  us  that  a 
review  of  a  sample  of  claims  processed  by  three  intermediaries  in 
Pennsylvania,  New  Jersey,  and  Chio  showed  that 

— where  medical  records  were  reviewed,  26.6  percent  of  the 
visits  were  noncovered  and 


— where  claims  (and  not  medical  records)  were  reviewed  21.3 
percent  of  the  visits  were  questionable;  that  is,  a  review 
of  the  medical  records  would  be  required  to  ensure  the  proper 
program  payment  was  made . 

HCFA's  Office  of  Direct  Reimbursement  carried  out  six  medical 
audits.  Five  of  these  disclosed  that  2,356  of  the  5,441  visits 
(43  percent)  reviewed  were  deniable  or  questionable.  The  percent¬ 
age  of  disallowance  ranged  from  17  to  73  percent.  For  the  other 
audit,  6  of  20  beneficiaries  had  received  services  which  were  non¬ 
covered  . 


In  fiscal  year  1980,  HCFA  started  a  pilot  program  in  its 
Atlanta  region  whereby  Aetna,  Florida  Blue  Cross,  and  the  Office 
of  Direct  Reimbursement  were  to  perform  intensified  onsite  medical 
audits  at  all  "mainly-Medicare"  agencies  plus  any  other  agencies 
for  which  problems  had  been  detected.  Later  that  year,  the  program 
was  expanded  to  the  HCFA  Dallas  and  San  Francisco  regions.  The  re¬ 
sults  of  these  audits  as  of  December  31,  1980,  follow. 


Results  of  Intermediary  Audits 


HHS  region 


Number  of 
audits 


Period  covered 


Percent 

denials 


Atlanta 

Dallas 

San  Francisco 


FY  1980  6. 2 
July  -  December  7980  8.9 
October  -  December  1980  a/13.7 


Total  115 

a/includes  claims  not  yet  reviewed  by  intermediary. 


»*>**««»**:•?  wm***-1  *  • 
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The  overall  denial  rate  based  on  intermediary  medical  audits 
is  about  three  to  four  times  the  denial  rate  resulting  from  inter¬ 
mediary  claims  processing  systems  but  the  rate  is  generally  con¬ 
siderably  less  than  the  denial  rates  shown  by  our  nurse  consultants 
and  other  HCFA  and  intermediary  studies.  To  try  to  explain  these 
differences,  we  talked  with  officials  of  Florida  Blue  Cross.  The 
intermediary  performed  41  or  about  50  percent  of  the  audits  in  the 
Atlanta  region  and  also  reviewed  three  HHAs  which  were  reviewed  by 
our  nurse  consultants.  The  intermediary  did  not  find  any  noncovered 
care  at  the  three  HHAs  while  our  nurse  consultant  found  12  percent 
of  the  visits  reviewed  in  one  agency  to  be  noncovered,  34  percent 
in  another,  and  none  in  the  third. 

Blue  Cross  officials  generally  agreed  with  our  nurse  consult¬ 
ants  but  felt  that  the  Medicare  regulations  were  too  vague  and 
general  to  support  many  of  the  denials.  Further,  they  stated  that 
for  the  HHAs  they  reviewed,  the  agencies  essentially  determined 
which  case  files  would  be  reviewed  snd  accordingly  HHAs  would 
select  the  sickest  patients. 

CLAIMS  PROCESSING  SYSTEMS 

Intermediary  claims  processing  systems  identify  little  non¬ 
covered  care  in  contrast  to  that  identified  by  onsite  audits  of 
medical  records.  The  reason  is  that  in  processing  claims  reviewers 
have  little  information  on  which  to  base  a  judgment.  Conversely, 
the  medical  records,  especially  nurse  and  aide  notes,  are  supposed 
to  contain  all  information  pertinent  to  the  beneficiary's  medical 
condition,  the  particular  care  given,  and  the  beneficiary's  response 
to  the  treatment  giver .  To  provide  greater  assurance  that  Medicare 
pay3  for  only  covered  care,  intermediaries  need  to  routinely  receive 
more  information  from  HHAs. 

Existing  processing  systems 

Intermediary  claims  processing  systems  vary  considerably. 
Generally,  however,  the  systems  can  be  described  in  terms  of  the 
use  and/or  nonuse  of  coverage  screens  or  guidelines.  Screens  or 
guidelines  are  parameters  used  to  identify  during  initial  claims 
review  those  claims  that  are  to  be  paid  and  at  the  same  time  those 
that  are  to  be  reviewed  at  a  higher  level.  Most  intermediaries 
use  some  type  of  screen  or  combinations  of  screens  which  can  take 
on  many  forms.  For  example,  a  claim  would  be  reviewed  at  a  higher 
level  if 

— for  a  given  diagnosis,  skilled  nursing  visits  exceeded  a 
norm  on  either  a  weekly,  monthly,  or  bimonthly  basis; 

— a  patient  has  a  certain  diagnosis,  such  as  diabetes,  which 
in  itself  would  not  establish  his  or  her  homebound  status; 
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— treatment  exceeded  a  given  number  of  months  since  care  was 
initiated;  or 

— the  claims  were  being  submitted  by  a  new  provider. 

In  contrast  to  the  noncovered  care  disclosed  as  the  result  of 
reviewing  medical  records,  few  claims  or  visits  are  denied  during 
claims  processing.  For  example,  for  fiscal  year  1980,  only  about 
2  percent  of  the  home  health  claims  processed  were  partially  or 
totally  denied.  Also,  for  the  home  health  visits  questioned  o:. 
considered  to  be  noncovered  by  our  nurse  consultants,  nearly  all 
of  them  were  paid  by  the  intermediaries.  1/  For  example,  for  17 
HHAs  our  nurse  consultants  reviewed  paid  claims.  For  the  five 
HHAs  served  by  the  Office  of  Direct  Reimbursement,  of  the  1,616 
visits  judged  to  be  noncovered  or  questionable,  only  14  were 
denied  payment. 

The  documentation  received  by  intermediaries  generally  con¬ 
sists  of  a  start  of  care  notice,  a  bill  for  reimbursement,  and 
a  plan  of  treatment  or  medical  information  summary.  For  the  most 
part,  the  documentation  provides  little  information  on  which  to 
base  coverage  decisions. 

The  start  of  care  notice  provides  beneficiary,  provider,  and 
physician  identifying  information  and  indicates  the  date  care  has 
started.  The  notice  basically  is  used  by  the  intermediary  to 
establish  the  Medicare  beneficiary' s  eligibility  and  the  only  med¬ 
ical  information  required  on  the  form  is  a  brief  statement  of  the 
patient's  diagnoses.  The  billing  form  contains  much  of  the  same 
information  contained  on  the  start  of  care  notice  but  also  provides 
by  type  of  visit  the  total  number  of  visits  made. 

The  plan  of  treatment  or  medical  information  summary,  while 
not  a  Medicare  requirement,  is  required  or  received  by  most  inter¬ 
mediaries  that  we  reviewed,  including  the  Office  of  Direct  Reim¬ 
bursement.  In  terms  of  medical  information,  nearly  all  of  the 
22  different  forms  used  by  HHAs  we  visited  showed  the  frequency 
of  services  per  week  by  type  of  visit.  Also,  most  provided  some 
type  of  narrative  or  description  of  the  types  of  services  ( check 
vital  signs,  change  dressings,  and  provide  personal  care)  that  were 
to  be  given.  Finally,  most  forms  provided  a  description  of  the 
patient' s  medical  problem;  some  were  fairly  detailed  while  others 
were  brief. 


_l/Given  the  overall  low  denial  rates  of  intermediary  claims 

processing  systems  and  because  of  time  constraints,  we  did  not 
verify  that  payment  was  made  for  claims  submitted  by  eight  HHAs. 
Also,  for  seven  other  HHAs,  we  verified  payment  on  a  sample 
basis . 
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The  advantages  of  medical  information  in  summary  form  is  that 
paperwork  requirements  are  reduced.  The  disadvantage,  however,  is 
that  the  use  of  summaries  permits  the  disclosure  of  information  on 
a  selective  basis,  and,  because  the  principal  purpose  of  medical 
information  submitted  is  to  establish  Medicare  eligibility  or 
justify  payment,  there  is  an  incentive  not  to  disclose  information 
which  could  jeopardize  eligibility  or  payment. 

In  discussing  the  type  of  noncovered  care  disclosed  by  our 
nurse  consultants,  the  intermediaries  we  reviewed  told  u*  that  they 
did  not  routinely  receive  from  HHAs  the  information  needed  to  make 
t  .ose  kinds  of  judgments.  As  noted  earlier,  our  nurse  consultants 
reviewed  beneficiary  medical  files.  Most  of  the  intermediaries 
we  reviewed  estimated  they  received  or  requested  aide  and  nurse 
notes  for  5  percent  or  less  of  HHA  claims  processed.  Asked  why 
they  did  not  request  aide  and  nurse  notes  more  frequently,  the  most 
common  reason  given  by  intermediaries  was  that  it  was  too  costly. 

Additional  information  needed 

Intermediaries  need  more  information  on  which  to  base  coverage 
decisions.  The  results  of  our  review  of  services  provided  by  HHAs, 
and  the  results  of  other  similar  studies,  indicate  that  claims  for 
too  many  noncovered  and  questionable  services  are  being  paid.  We 
believe  that  section  2152  of  the  Omnibus  Budget  Reconcilation  Act 
of  1981  (Public  Law  97-35)  provides  HHS  with  the  opportunity  to 
provide  the  intermediaries  with  such  criteria  and  require  the  inter¬ 
mediaries  to  obtain  and  use  the  additional  information  necessary 
to  make  adequate  coverage  determinations.  Section  2152  requires 
HHS  to  establish  utilization  guidelines  to  be  used  for  home  health 
service  payment  purposes  and  to  provide  for  the  implementation  of 
such  guidelines  through  postpayment  coverage  review  by  intermedi¬ 
aries  or  through  other  means. 

HHS  could  establish  the  required  guidelines  on  the  basis  of 
norms  like  those  discussed  on  page  20.  These  norms  could  then  be 
used  as  thresholds;  that  is,  whenever  a  norm  is  exceeded  HHAs  could 
be  required  to  justify  the  provision  of  the  services  by  submitting 
to  the  intermediary  medical  records  and  other  information  on  which 
the  intermediary  could  base  a  coverage  determination.  Also,  inter¬ 
mediaries  could  be  required  to  make  the  same  review  for  a  sample, 
of  a  predetermined  size,  of  services  provided  to  beneficiaries  which 
do  not  exceed  the  norms. 

A  system  such  as  that  described  above  would  ensure  that  the 
most  questionable  claims  for  payment  would  receive  a  coverage  re¬ 
view  based  on  the  medical  circumstance  surrounding  the  beneficiary. 
It  would  also  provide  a  deterrent  to  providing  noncovered  services 
just  up  to  the  norms  because  a  sample  of  claims  below  the  norms 
would  also  be  reviewed.  Also,  it  would  help  minimize  the  paperwork 
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HHAs  would  be  required  to  submit  because  the  additional  information 
would  only  have  to  be  submitted  on  an  exception  basis.  Finally,  it 
would  provide  an  incentive  to  HHAs  to  improve  the  quality  of  their 
records  (see  p.  31)  because  HHAs  would  know  that  their  records  will 
be  used  as  a  basis  for  determining  whether  claims  will  be  paid. 

Whatever  norms  are  developed  they  could  be  made  available  to 
HHAs  so  that  they  understand  the  criteria  being  used.  This  would 
also  expedite  claims  processing  because  HHAs  could  submit  the  re¬ 
quired  documentation  when  submitting  the  claims  for  services  ex¬ 
ceeding  the  norms. 

CONCLUSIONS 


The  utilization  of  Medicare  home  health  services  needs  to 
come  under  much  closer  scrutiny  by  HCFA  and  its  intermediaries. 

At  present,  a  wide  gap  often  exists  between  the  utilization  prac¬ 
tices  of  HHAs  and  the  coverage  requirements  of  the  program. 

Onsite  audits  of  HHA  case  files  have  traditionally  disclosed 
significantly  more  noncovered  care  than  intermediary  claims  pro¬ 
cessing  systems.  The  reason  is  that  HHA  medical  files  provide  a 
much  more  complete  and  accurate  description  of  the  patient' s  con¬ 
dition  and  treatment  than  is  provided  by  the  information  routinely 
submitted  by  HHAs  to  justify  reimbursement. 

Intermediaries  need  more  information  on  which  to  base  payment 
decisions.  To  achieve  this  end  and  at  the  same  time  a  balance  be¬ 
tween  improved  administration  and  the  additional  administrative 
costs  involved,  HCFA  should  use  the  national  utilization  screens 
mandated  by  the  Omnibus  Budget  Reconciliation  Act  of  1981.  Where 
utilization  exceeds  the  norm,  HHAs  should  be  required  to  submit  a 
copy  of  the  medical  file  to  justify  payment.  To  detect  unnecessary 
utilization  under  the  screens  or  norms,  intermediaries  should  be 
required  to  sample  a  fixed  percent  of  these  claims  and  require  HHAs 
to  submit  a  copy  of  the  medical  file. 

Establishing  the  homebound  status  of  beneficiaries  is  es  -eci- 
ally  difficult  and  at  the  same  time  critical.  The  criteria  inquire 
value  laden  judgments  anu  contain  undefined  key  terms.  Further, 
the  ambulatory  status  of  the  beneficiary  and  the  frequency  and  na¬ 
ture  of  absences  from  the  home  are  not  required  to  be  documented  as 
part  of  the  medical  file.  The  critical  aspect  is  that  alternative 
sources  for  needed  medical  care  are  often  less  expensive.  Program 
outlays  for  a  visit  to  a  physician' s  office  often  are  less  than 
the  cost  of  a  nurse  or' aide  visit  to  a  beneficiary's  home.  HCFA 
needs  to  clarify  and  make  more  specific  the  homebound  criteria  and 
also  require  HHA  nurses  and  aides  to  document  the  ambulatory  status 
of  beneficiaries  and  the  nature  and  frequency  of  absences  from  the 
home . 
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The  manual  px'ovisions  on  the  uae  of  aides  for  household  or 
homemaker  service!  should  be  clarified.  Specif ically,  the  criteria 
should  specify  mere  clearly  when  such  services  are  authorized  and 
how  much  time  an  aide  can  spend  in  providing  them. 

RECOMMENDATIONS 

We  recommend  that  the  Secretary  of  HHS  direct  the  Administra¬ 
tor  of  HCFA  to 

—require  HHAs  to  submit  a  copy  of  the  beneficiary*  s  medical 
file  where  utilization  exceeds  the  national  guidelines  man¬ 
dated  by  the  Omnibus  Budget  Reconciliation  Act  of  1981; 

— require  intermediaries  to  obtain  from  HHAs  a  copy  of  the 
medical  file  for  a  fixed  percent  of  claims  that  do  not  ex¬ 
ceed  the  national  guidelines ; 

— clarify  and  make  more  specific  the  criteria  for  determining 
homebound  status ; 

— require  HHA  nurses  and  aides  to  specifically  document  the 
ambulatory  status  of  beneficiaries,  including  the  nature 
and  frequency  of  absences  from  the  home;  and 

— clarify  the  criteria  on  the  use  of  aides  for  homemaker  type 
services . 
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CHAPTER  3 


OTHER  FACTORS  ADVERSELY  AFFECTING 
PROPER  UTILIZATION 


Our  review  disclosed  several  other  issues  that  need  to  be 
addressed  to  assure  that  appropriate  controls  exist  over  the  use 
of  home  health  services.  Specifically, 

— physicians  who  authorize  program  services  do  not  appear  to 
be  taking  a  very  active  role  in  the  home  health  program, 

— intermediaries  had  little  specific  comparative  information 
about  the  utilization  practices  of  HHAs  they  serviced, 

— the  medical  documentation  in  HHA  case  files  was  often  not 
complete, 

— home  visits  with  beneficiaries  are  needed  to  verify  various 
program  requirements  as  part  of  the  onsite  coverage  audits 
planned  by  HCFA,  and 

— intermediaries  have  little  incentive  to  make  proper  cover¬ 
age  determinations. 

PHYSICIANS  ARE  NOT 
ACTIVELY  INVOLVED 


The  intent  of  the  authorizing  legislation  was  that  physicians 
would  play  an  active  role  in  the  home  health  care  program.  In 
practice,  however,  this  does  not  appear  to  be  the  case.  For  ex¬ 
ample,  it  appears  that  generally  HHAs  and  not  physicians  determine 
the  nature  and  extent  of  services  provided.  HCFA  needs  to  take  a 
number  of  steps  to  provide  for  greater  and  more  meaningful  involve¬ 
ment  by  physicians. 

Legislative  intent  and 
program  regulations 

Senate  Report  89-404 — which  accompanied  the  Social  Security 
Amendments  of  1965 — states  that  the  Congress  intended  to  pay  for 
"*  *  *  visiting  nurse  services  and  related  home  health  services 
when  furnished  in  accordance  with  a  plan  established  and  period¬ 
ically  reviewed  by  a  physician."  According  to  the  report,  "*  *  * 
the  physician  is  to  be  the  key  figure  in  determining  utilization 
of  health  services  *  *  *  Since  the  nature  and  extent  of  the  care 
a  patient  would  receive  would  be  planned  by  a  physician,  medical 
supervision  *  *  *  would  be  assured."  The  Congress  also  intended 
that  the  Medicare  conditions  of  participation  for  HHAs  be  "*  *  * 
designed  primarily  to  assure  that  participating  agencies  are 
basically  suppliers  of  health  services." 
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Medicare  program  regulations  require  that  items  and  services 
must  be  .'furnished  under  a  plan  of  treatment  established  and  period 
ically  reviewed  by  a  physician.  Generally,  the  plan  must  be  put 
into  writing  by  the  physician  and  provided  to  the  HHA  which  has 
accepted  the  patient  as  a  client.  According  to  the  regulations, 
the  plan  must  include  the  diagnosis  and  a  description  of  the  pa¬ 
tient's  functional,  limitations  resulting  from  the  illness  or  in¬ 
jury,  the  type  and  frequency  of  needed  services,  supplies  and 
appliances  necessary  for  the  care  of  the  patient,  and,  as  far  as 
possible,  provide  a  long-range  forecast  of  likely  changes  in  the 
patient's  condition.  The  regulations  also  provide  for  the  plan 
to  be  developed  in  consultation  with  the  HHA  so  that  the  physician 
has  the  benefit  of  the  HHA  evaluation  of  the  patient's  home  en¬ 
vironment.  Finally,  the  plan  is  to  be  reviewed  and  recertified 
in  writing  by  the  attending  physician  at  least  every  60  days. 

Preparation  of  plan  of  treatment 

Both  HCFA  and  intermediary  officials  told  us  that  HHAs  were 
preparing  the  plans  of  treatment  and  the  physicians  were  signing 
them  with  little  or  no  review.  HHAs  told  us  that  the  plans  are 
a  'eloped  by  them  and/or  in-consultation  with  the  physician.  HHAs 
further  stated  they  were  often  in  a  better  position  to  develop  a 
plan  because  HHAs  had  the  benefit  of  directly  assessing  the  situa¬ 
tion  in  the  patient's  home.  Also,  most  of  the  85  physicians  we 
contacted  acknowledged  that  HHAs  in  fact  developed  the  plan  of 
treatment,  either  with  or  without  consulting  them.  A  Director  of 
Nursing  at  an  HHA  summed  it  up  this  way:  "The  physicians  do  not 
want  to  be  bothered  with  the  paperwork  and  weald  rather  the  agency 
develop  the  plan." 

While  there  is  a  consensus  that  HHAs — and  not  physicians— are 
in  many  cases  preparing  the  plan,  almost  all  plans  are  in  fact 
signed  by  physicians.  The  question  then  is — what  is  the  extent 
and  quality  of  the  consultation  between  the  physician  and  HHA 
and/or  how  carefully  does  the  physician  review  the  plan  he  or  she 
signs?  Although  it  is  very  difficult  to  assess  the  quality  and 
extent  of  physician  review  or  consultations,  evidence  suggests 
that  in  many  cases  physicians  are  not  that  actively  involved. 
Specifically, 

— in  discussing  with  physicians  the  services  they  authorized 
and  those  actually  provided  by  HHAs,  73  or  86  percent  of 
them  said  they  were  not  aware  of  or  did  not  realize  the 
total  number  of  visits  involved  or  the  cost  of  the  serv¬ 
ices  rendered; 

— of  the  1,112  plans  and  recertifications  we  reviewed  as  part 
of  the  nurses'  medical  review  (ch.  2),  only  45  or  4  percent 
had  any  evidence  that  they  were  modified  by  a  physician 
during  his/her  review; 


26 


— HCFA  statistics  show  that  as  of  December  30,  1980,  164  or 
5  percent  of  the  3,022  certified  HHAs  did  not  meet  the 
Medicare  conditions  of  participation  for  periodic  review 
of  plans  of  treatment.  The  condition  states 

"The  total  plan  of  treatment  is  reviewed  by 
the  attending  physician  and  home  health  agency 
personnel  as  often  as  the  severity  of  the  pa¬ 
tient's  condition  requires,  but  at  least  once 
every  60  days.  Agency  professional  staff 
promptly  alert  the  physicians  to  any  change 
that  suggest  a  need  to  alter  the  plan  of 
treatment. " 

— our  review  of  plans  of  treatment  showed  that  some  plans 
were  signed  by  others  on  behalf  of  the  physicians  while, 
in  some  other  cases,  rubber  signature  stamps  were  used; 
and 

— some  HHAs  deliberately  request  more  services  than  needed 
to  avoid  having  to  prepare  plan  modifications,  according 
to  the  Office  of  Direct  Reimbursement. 

Some  specific  examples  also  highlight  the  fact  that  some 
physicians  have  limited  involvement  with  the  home  health 
program.  For  examples 

— One  physician  we  visited  did  not  know  that  his  patients 
were  receiving  home  health  aide  visits  and  acknowledged 
that  he  had  not  monitored  the  home  health  services  ade¬ 
quately.  He  told  us  that  an  agency  nurse  would  bring  in 
plans  and  tell  him  that  all  he  had  to  do  was  sign  them 
for  his  patients  to  receive  services.  The  physician  said 
the  agency  nurse  never  explained  what  specific  services 
were  being  provided. 

— One  physician  told  us  that  he  prepares  the  plan  but  he 

does  not  instruct  the  agency  as  to  the  frequency  of  visits. 
He  stated  that  home  health  care  is  a  good  service,  but  any 
"free"  service  is  going  to  be  abused.  Furthermore,  he  said 
he  would  like  to  discontinue  about  half  of  the  services 
being  received  but  was  unaware  that  he  was  supposed  to 
actually  authorize  the  frequency  of  visits. 

— On  August  4,  1980,  a  physician  ordered  two  skilled  nursing 
visits  and  two  aide  visits  per  week  for  a  patient;  2  days 
later — for  the  same  patient  but  a  different  HHA — he  ordered 
two  more  skilled  visits  and  two  more  aide  visits  per  week 
plus  two  visits  by  a  medical  social  worker. 
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--Another  physician  stated  that  he  usually  does  not  see  the 
patient  but  he  is  aware  of  their  diagnosis.  He  said  he 
trusts  the  judgment  of  the  agency  and  is  more  concerned 
with  patients  that  are  in  or  are  going  to  the  hospital 
and  those  he  sees  in  his  office.  He  added  that  agencies 
might  send  an  aide  to  someone  who  is  not  in  great  need 
of  one  to  keep  their  people  busy. 

Finally,  we  noted  that  in  many  cases  physicians  appeared  to 
have  little  contact  with  their  patients.  In  discussing  this  matter 
with  physicians,  about  50  percent  of  them  said  they  relied  on  the 
agency  to  provide  them  with  the  patients '  status  and  did  not  see 
the  patient  every  60  days.  Also,  164  of  the  438  1/  HHA  benefici¬ 
aries'  files  we  reviewed  (38  percent)  did  not  show  any  indication 
of  physician  contact  with  the  patient. 

HCFA's  home  health  manual  states 

"Although  it  is  appropriate,  where  a  patient's  condition 
warrants,  for  the  physician  to  have  a  nurse  supplement 
his  personal  contacts  with  the  patient  for  the  purposes 
of  evaluation  and  to  determine  the  need  for  changes  in 
the  level  and  type  of  care  which  has  been  prescribed, 
such  visits  may  not  replace  those  of  the  physician.  It 
is  expected  that  an  individual  requiring  a  level  of  care 
which  would  make  him  eligible  for  home  health  benefits 
would  need  to  be  seen  by  the  physician  at  least  once 
every  60  days.  Consequently,  where  the  physician  sees 
the  patient  less  frequently  than  once  every  60  days,  a 
question  would  be  raised  as  to  whether  the  individual 
is  really  in  need  of  the  level  of  care  which  qualifies 
him  for  home  health  benefits." 

In  a  December  1979  memorandum  to  the  New  York  Regional  Medi¬ 
care  Director,  HCFA  addressed  a  similar  issue  and  pointed  out  that: 

"The  situation  in  which  *  *  *  the  physician  who  estab¬ 
lishes  a  plan  of  treatment  [but]  has  not  examined  the 
patient  does  not  appear  to  meet  the  intent  of  the  law. 

The  physician  has  the  primary  responsibility  for  over¬ 
all  patient  care.  He  assesses  the  patient's  medical 
needs,  based  on  his  findings  after  taking  a  history 
and  performing  a  physical  examination  on  the  patient. 

In  the  absence  of  a  physical  examination,  the  physician 
would  lack  the  knowledge  concerning  the  patient's 
illness  or  injury  and  would  be  unable  to  make  informed 
decisions  about  the  beneficiary's  needs  in  the  home 
health  setting." 


l/The  nurses  only  reviewed  433  cases  because  of  the  lack  of  time. 
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What  has  been  done  and 
what  should  be  done? 


The  lack  of  active  involvement  by  many  physicians  in  the 
home  health  program  has  been  a  problem  for  some  time,  1/  but 
little  has  been  done  about  it.  We  believe  that  HCPA  Bhould  take 
several  steps  of  an  educational  nature  to  address  the  problem. 

Intermediary  officials  told  us  that  in  administering  the  home 
health  benefit  they  communicate  primarily  with  HHAs  and  not  physi¬ 
cians.  Under  Part  B  of  Medicare,  carriers  are  required  to  keep 
physicians  informed  periodically  of  the  requirements  and  changes 
under  Part  B,  however,  no  similar  requirement  exists  for  in¬ 
forming  physicians  about  the  home  health  program.  We  believe 
that  intermediaries  themselves  or  through  the  carriers  should  be 
specifically  required  to  keep  physicians  apprised  of  the  home 
health  benefit.  Specifically,  all  physicians  should  be  informed 
about  program  requirements,  their  role  in  the  program,  and  the 
nature  of  the  overutilization  that  is  occurring.  2:/ 

We  also  believe  that  apprising  a  physician  of  overutilization 
as  it  relates  to  services  provided  under  plans  of  treatment  he  or 
she  signed  is  an  effective  way  to  educate  physicians  and  can  have 
a  direct  impact  on  the  authorization  of  unnecessary  services.  The 
following  are  two  examples  disclosed  in  our  review. 

— A  physician  we  visited  had  13  patients  that  were  receiving 
services  from  an  HHA.  We  discussed  the  plans  for  four  of 
his  patients  and  explained  the  services  that  were  being 
provided.  The  physician  was  shocked  at  the  extent  of  the 
services  that  had  been  provided  and,  consequently,  he  re¬ 
duced  the  services  for  10  of  the  13  patients. 

— In  April  1980  another  physician,  in  responding  to  an  inter¬ 
mediary  inquiry,  stated  "The  patient  has  not  returned  for 
followup  since  last  fall  and  I  am  afraid  that  I  have  re¬ 
newed  authorizations  for  the  visits  without  further  inves¬ 
tigation."  The  physician  after  learning  the  cost  ($2,048) 
and  extent  of  the  services  (51  visits)  from  October  1979 
to  February  1980  advised  the  HHA  that  he  was  withdrawing 
his  authorization  for  home  visits. 


l/Lack  of  physician  involvement  in  the  home  health  program  was 
disclosed  as  early  as  1974  in  a  GAO  report  entitled  "Home  Health 
Care  Benefits  under  Medicare  and  Medicaid"  (B-164031(3) ,  July  9, 
1974) . 

2/ln  this  respect  we  noted  that  in  April  1980  the  HCFA  Regional 
Administrator  sent  a  letter  to  Florida  physicians  to  request 
their  cooperation  to  bring  overutilization  under  control. 


Most  of  the  physicians  we  contacted  did  not  know  the  cost  of 
the  home  health  benefit.  In  fact  one  physician  said  that  he  was 
surprised  that  a  home  health  agency  received  more  money  for  a  home 
visit  than  he  did — a  not  uncommon  occurrence  (see  p.  13).  An  en¬ 
couraging  result  of  our  contacts  with  physicians  is  that  more  than 
25  percent  of  them  said  that  the  cost  of  the  services  would  have 
influenced  their  decision  on  the  scope  of  services  authorized  had 
they  been  aware  of  it.  Consequently,  we  believe  physicians  should 
be  i'hformed  of  the  cost  of  the  home  health  benefit  by  requiring 
HHAs  to  include  on  the  plan  of  treatment  an  estimate  of  the  total 
cost  of  the  services  to  be  provided,  and  on  the  recertifications 
the  cumulative  and  projected  cost  of  the  services. 

INTERMEDIARY  KNOWLEDGE  OF 
HHA  UTILIZATION  IS  LACKING 


Comparing  the  utilization  pattern  of  an  HHA  with  a  norm  is  a 
useful  technique  for  identifying  aberrant  utilization  patterns  for 
further  analysis  or  investigation.  The  utilization  practices  of  an 
HHA  would  be  suspect,  for  example,  if  its  average  number  of  visits 
provided  per  beneficiary  was  double  that  of  the  average  of  all  HHAs 
of  a  particular  intermediary  or  region.  Such  comparative  techni¬ 
ques  have  been  in  place  for  some  time  in  Medicare,  most  notably 
for  analyzing  hospital  length  of  stay  and  physician  utilization 
under  part  B;  their  use,  however,  for  the  home  health  benefit  has 
been  limited. 

Because  intermediaries  process  and  pay  home  health  bills, 
they  have  access  to  information  on  the  utilization  of  the  home 
health  benefit.  Nonetheless,  the  intermediaries  we  reviewed  gen¬ 
erally  had  little  specific  knowledge  of  the  utilization  practices 
of  HHAs  they  serviced.  For  example,  they  were  not  able  to  pro¬ 
vide  us  basic  information,  such  as  the  average  number  and  types 
of  visits  per  beneficiary  and/or  HHA. 

HCFA  has  the  capability  to  generate  comparative  data  on  home 
health  utilization  but  does  not  use  this  capability  to  its  full 
potential.  In  January  1981,  for  example,  HCFA  published  various 
program  data  on  the  use  of  the  home  health  benefits  in  1977  which 
included  the  average  number  of  visits  per  person  served  on  a  re¬ 
gional  (northeast,  south,  etc.)  and  national  basis  and  by  type  of 
agency  (nonprofit,  proprietary,  etc.).  Also,  in  August  1979,  on  a 
one-time  basis,  HCFA  published  1976  utilization  data  by  type  of 
visit  for  21  high  frequency  diagnoses  and  the  data  were  presented 
on  a  national  and  regional  basis  (each  of  the  10  HHS  regions). 

The  above  efforts  give  some  insight  into  the  types  of  infor¬ 
mation  that  can  be  generated  through  the  u&«-  wf  existing  data 
systems  and  provide  some  basis  of  comparison  for  monitoring  the 
utilization  practices  of  HHAs.  The  August  1979  effort  is  par¬ 
ticularly  noteworthy  in  that  utilization  data  were  arrayed  by 
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diagnosis,  a  refinement  which  we  believe  to  be  highly  desirable. 

We  believe,  however,  that  the  data  can  be  made  more  useful. 

First,  the  data  developed  were  about  2  years  old.  We  believe 
the  information  can  and  should  be  made  much  more  current.  To 
avoid  cash  flow  problems,  we  would  expect  most  HHAs  to  submit 
their  bills  to  intermediaries  within  2  months  from  the  date  of 
service.  Also,  intermediaries  are  required  to  submit  98  percent 
of  the  bills  to  the  HCFA  central  office  within  2  months. 

Second,  agency  specific  data  should  be  developed.  National, 
regional,  or  intermediary  wide  data  provide  the  basis  for  compari¬ 
son,  but  to  identify  aberrant  utilization  patterns,  the  utilization 
practice  of  individual  HHAs  must  be  shown. 

Finally,  the  types  of  comparisons  (such  as  average  number  of 
visits)  can  be  expanded  considerably.  For  example,  we  developed 
utilization  data  which  showed  by  HHA  (1)  the  average  number  of 
visits  by  type  of  visit  and  (2)  the  percent  of  beneficiaries  tnat 
received  aide  services. 

IMPROVED  MEDICAL 
DOCUMENTATION  IS  NEEDED 


HCFA  should  take  steps  to  improve  the  quality  of  the  clinical 
records  of  HHAs.  Specifically,  HCFA  should  emphasize  to  HHAs  the 
documentaion  requirements  and  strengthen  them  as  well. 

Records  are  inadequate 

HCFA  statistics  as  of  December  1980  show  that  246  or  6  percent 
of  the  certified  HHAs  failed  to  maintain  adequate  clinical  records. 
HCFA 1 s  conditions  of  participation  require  that 

"A  clinical  record  containing  pertinent  past  and  current 
findings  in  accordance  with  accepted  professional  stand¬ 
ards  is  maintained  for  every  patient  receiving  home 
health  services.  In  addition  to  the  plan  of  treatment 
*  *  *,  the  record  contains  appropriate  identifying  in¬ 
formation;  name  of  physician;  drug,  dietary,  treatment 
and  activity  orders;  signed  and  dated  clinical  and  pro¬ 
gress  notes  (clinical  notes  are  written  the  day  service 
is  rendered  and  incorporated  no  less  often  than  weekly); 

[into  the  medical  record]:  copies  of  summary  reports 
sent  to  the  physician;  and  a  discharge  summary." 

We  noted  similar  problems  during  our  review.  Overall,  about 
7  percent  of  the  visits  reviewed  by  HCFA  nurses  were  questionable 
because  the  nurses  could  not  make  a  conclusive  coverage  determi¬ 
nation  on  the  basis  of  the  available  records.  Also,  for  about 
half  of  the  HHAs  reviewed,  the  nurses  rated  the  HHA  records  as 
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having  "moderate"  or  "more  serious"  deficiencies.  Some  of  the 
nurses  pointed  out  that  the  notes  did  not  reflect  the  medical 
condition  or  progress  of  the  patient  and  that  there  were  no  or 
only  poor  quality  HHA  discharge  summaries. 

Concerning  progress  notes,  one  nurse  3tated  that  the  documen¬ 
tation  of  the  care  provided  by  HHAs  must  include  the  problems  and 
needs  of  the  patient,  the  services  given  to  meet  those  needs,  and 
the  evaluation  of  the  responses  of  the  patient  and  the  family  to 
the  services,  including  both  the  positive  and  negative  responses. 
Further,  she  said  that  notes  showing  the  progress  of  a  patient 
over  a  period  of  multiple  visits  were  lacking. 

Documentation  requirements 
could  be  strengthened 

The  Joint  Commission  on  Accreditation  of  Hospitals  (JCAH)  has 
established  clinical  documentation  standards  for  hospital  based 
HHAs.  In  comparing  the  JCAH  standards  to  the  current  Medicare 
standards,  we  found  the  JCAH  standards  tended  to  be  more  compre¬ 
hensive.  For  example,  in  addition  to  the  Medicare  requirements, 
they  required  hospital  discharge  summaries,  laboratory  test  re¬ 
sults,  and  specific  designation  of  the  physician  having  primary 
responsibility  for  the  patient's  care. 

We  believe  Medicare's  documentation  requirements  would  be 
strengthened  if  the  above  JCAH  standards  were  incorporated  in  the 
Medicare  requirements.  We  found,  for  example,  patients  who  re¬ 
ceived  laboratory  tests,  the  results  of  which,  however,  were  not 
made  a  part  of  the  patient's  records.  Also,  we  found  a  number  of 
cases  where  it  was  not  clear  just  which  physician  had  primary  re¬ 
sponsibility  for  tne  patient's  care.  Finally,  as  noted  by  one  of 
our  nurse  consultants,  we  believe  the  Medicare  requirements  should 
be  clarified  to  state  that  progress  notes  reflect  both  positive 
and  negative  patient  and  family  responses  to  the  treatment  pro¬ 
vided.  We  believe  this  clarification  to  be  particularly  important 
because  claims  processing  systems — which  tend  to  invite  justifying 
reimbursement — create  an  incentive  to  emphasize  only  the  negative 
or  lack  of  progress. 

Additional  documentation  requirements  are  also  discussd  in 
chapters  2  and  4.  Specifically,  they  deal  with  the  homebound 
status  of  beneficiaries  and  the  assessment  of  beneficiaries'  home 
environment . 

HOME  VISITS  ARE  NEEDED  AS  A 
PART  OF  ONSITE  COVERAGE  AUDITS 

Intermediaries  are  required  to  verify  HHA  cost  claimed  for 
reimbursement  by  making  audits  of  HHA  records?  however,  no  similar 
requirement  currently  exists  for  verifying  whether  the  services 
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provided  are  covered  under  the  program.  We  believe  such  audits 
should  be  made  and  the  need  and  rationale  for  them  is  summed  up 
best  by  an  Office  of  Direct  Reimbursement  official  in  a  February 
1981  letter  to  HCFA's  Director,  Division  of  Operations,  Bureau  of 
Program  Operations.  The  letter  states 

"I  do  not  believe  that  the  intermediary  *  *  *  (in 
house)  medical  review  of  claims  submitted  by  any  type 
of  provider  or  supplier  of  services  *  *  *  can  offer 
reasonable  assurance  that  we  are  only  paying  for 
covered  services.  In  fact,  not  providing  for  field 
review  in  order  to  verify  the  appropriateness  of  serv¬ 
ices  is  tantamount  to  having  a  cost  report  settlement 
process  without  audit." 

Plans  for  coverage  audits 

HCFA  appears  committed  to  requiring  intermediary  coverage 
audits.  In  October  1979,  HCFA  started  an  audit  pilot  program  in 
the  HHS  Atlanta  region  and  later  expanded  the  program  to  include 
the  HHS  Dallas  and  San  Francisco  regions.  1/  Also,  HCFA  has  de¬ 
veloped  an  audit  guide  (not  final  as  of  August  31,  1981)  which 
officials  told  us  all  intermediaries  will  be  required  to  implement 
starting  in  the  latter  part  of  fiscal  year  1982.  The  reason  for 
waiting  until  then  is  that,  according  to  HCFA  officials,  by  that 
time  many  of  the  existing  intermediaries  will  no  longer  be  in¬ 
volved  with  the  administration  of  the  home  health  benefit  because 
the  number  will  be  reduced  from  77  to  about  50  to  implement  the 
regional  intermediary  mandate  of  the  Omnibus  Reconciliation  Act 
of  1980  (see  p.  4) . 

In  addition  to  HCFA's  initiatives,  section  2152  of  the  Omni¬ 
bus  Budget  Reconciliation  Act  of  1981  requires  the  Secretary  of 
HHS  to  implement  home  health  utilization  guidelines  "through  a 
process  of  selective  postpayment  coverage  review  of  intermediaries 
or  otherwise."  Along  with  our  recommendations  in  chapter  2  con¬ 
cerning  the  utilization  guidelines,  we  believe  HCFA's  planned  ac¬ 
tion  for  onsite  medical  audits  would  satisfy  the  requirements  of 
section  2152. 

Need  to  visit  benef iciaries 


In  reviewing  HCFA's  proposed  audit  guide,  (draft  in  circula¬ 
tion  on  August  31,  1981)  we  noted  that  the  proposal  does  not  pro¬ 
vide  for  visiting  beneficiaries  in  their  home.  We  believe  such 
visits  are  worthwhile  for  several  reasons,  that  is,  to  (1)  con¬ 
firm  the  medical  condition  of  the  beneficiary,  (2)  validate  bene¬ 
ficiaries'  homebound  status,  (3)  assess  the  home  environment 


1/The  results  are  discussed  on  p.  19. 
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(particularly  the  availability  of  family  or  friends  to  perform 
personal  care  services — see  ch.  4),  and  (4)  obtain  firsthand 
information  on  the  nature  and  quality  of  care  provided. 

In  discussing  the  matter  with  HCFA  officials,  they  said  that 
there  is  a  question  about  the  right  of  access  to  enter  a  benefi¬ 
ciary's  home.  In  our  visits  with  beneficiaries,  the  right  of 
access  never  surfaced  as  an  issue?  generally,  we  found  benefici¬ 
aries  and  live-in  partners  to  be  extremely  cooperative.  Also, 
another  official  said  that  visits  to  beneficiary’s  homes  are 
planned,  but  budget  constraints  will  preclude  them  from  being  made 
as  part  of  the  first  audits. 

QUALITY  OF  INTERMEDIARY  COVERAGE 
DECISIONS  SHOULD  BE  EVALUATED 


Coverage  decisions  can  have  a  significant  impact  on  the  ac¬ 
curacy  and  amount  of  benefit  payments  made,  however,  HCFA  gives 
scant  attention  to  the  quality  of  the  coverage  determinations  made 
by  intermediaries.  We  believe  the  quality  of  coverage  determina¬ 
tions  should  be  included  as  part  of  HCFA's  intermediary  perform¬ 
ance  evaluation  program. 

HCFA's  current  evaluation  program — which  was  mandated  by 
the  Medicare-Medicaid  Anti-Fraud  and  Abuse  Amendments,  Public 
Law  95-142,  enacted  October  25,  1977 — assesses  intermediary  per¬ 
formance  in  terms  of  certain  statistical  standards  and  functional 
performance  criteria.  The  statistical  standards  cover  (1)  unit 
cost,  (2)  timeliness  of  claims  processing,  and  (3)  timeliness  of 
cost  report  settlement.  The  functional  performance  criteria  cover 
(1)  bill  processing,  (2)  provider  reimbursement,  (3)  beneficiary 
services,  (4)  fiscal  management,  and  (5)  general  administration. 
Under  each  of  these  criteria,  there  are  a  number  of  subcriteria 
which  contain  one  or  more  specific  elements  to  be  evaluated. 

Under  the  bill  processing  criteria,  one  element  of  a  sub¬ 
criteria  provides  that  intermediaries  be  evaluated  on  how  well 
they  "process  bills  to  ensure  that  coverage  requirements  are  met." 
In  discussing  the  evaluation  methodology  to  be  used,  the  evalua¬ 
tion  guidelines  state: 

"The  test  of  this  element  will  not  question  level  of 
care  or  medical  necessity  but  will  look  for  exclusion 
of  noncovered  services  (e.g.,  routine  dental  services, 
custodial  care)." 

Given  the  nature  of  the  noncovered  services  identified  by  our 
nurse  consultants  in  chapter  2,  we  believe  this  assessment  falls 
significantly  short  of  the  type  of  review  that  is  needed.  The 
quality  of  intermediary  medical  reviews  was  also  expressed  by 
HCFA's  San  Francisco  Regional  Director  of  Program  Operations  in 
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a  July  1980  memo  to  HCFA'a  Director,  Bureau  of  Program  Operations. 
Specifically,  he  stated: 

"The  CPEP  [Contractor  Performance  Evaluation  Program] 
package  has  become  the  contractor's  guide  of  Medicare 
Program  priorities.  Medical  review  related  activities 
represent  approximately  5-1/2  percent  of  Part  A  admin¬ 
istrative  budgets  and  perhaps  the  single  most  effec¬ 
tive  way  to  ensure  the  quality  of  the  benefit  payments 
being  made.  Yet,  the  current  CPEP  does  not  have  any 
significant  element  to  assess  intermediary's  medical 
review  performance." 

Concerning  the  program  priorities  mentioned  in  the  Regional 
Director's  letter,  generally  intermediaries  told  us  they  view 
HCFA's  priorities  to  be  unit  cost  and  timeliness.  The  statistical 
standards  tend  to  bear  this  view  out  and  accordingly,  at  present 
there  would  appear  to  be  little  incentive  for  an  intermediary  to 
challenge  and  question  the  judgments  made  by  HHAs  concerning  the 
appropriateness  of  services  claimed  for  reimbursement.  From  an 
administrative  standpoint,  it  is  much  easier  to  pay  a  claim  than 
deny  payment . 

CONCLUSIONS 


Physicians  are  expected  to  play  a  key  role  in  the  authoriza¬ 
tion  and  use  of  home  health  services;  however,  in  administering 
the  program  intermediaries  deal  with  HHAs,  not  physicians,  and 
physicians  are  not  routinely  provided  with  information  about  their 
roles  and  responsibilities  related  to  the  provision  of  home  health 
care.  Several  initiatives  of  an  educational  nature  should  help. 

Physicians  in  general  should  be  informed  of  their  role  in 
home  health  services,  program  requirements,  and  the  nature  of  the 
overutilization  that  is  occurring.  Also,  physicians  should  be 
apprised  of  the  cost  of  the  home  health  benefit;  a  good  way  this 
could  be  accomplished  is  by  requiring  HHAs  to  place  the  estimated 
cost  of  services  on  the  plan  of  treatment.  Finally,  where  over¬ 
utilization  is  detected,  the  physicians  who  authorized  the  serv¬ 
ices  involved  should  be  apprised  of  the  situation. 

The  use  of  comparative  analysis  techniques  to  identify 
aberrant  utilization  patterns  should  be  expanded  and  improved 
upon.  Past  efforts,  while  helpful,  could  be  improved  by  using 
more  current  data  and  also  more  detailed  analyses,  including 
agency  specific  data  for  each  of  the  intermediaries. 

Crucial  to  the  integrity  of  any  system  of  reimbursement  is 
proper  documentation.  Further,  given  the  emphasis  placed  on  the 
proper  utilization  of  home  health  services  by  the  Omnibus  Budget 
Reconciliation  Act  of  1981,  the  adequacy  of  documentation  is  all 


the  more  important.  Adherence  to  the  documentation  requirements, 
as  well  as  the  requirements  themselves,  should  be  improved.  HCFA 
should  emphasize  to  HHAs  the  documentation  requirements  and 
strengthen  them  as  well. 

As  part  of  the  onsite  coverage  audits,  home  visits  to  bene¬ 
ficiaries  should  be  made.  Visits  to  beneficiaries  are  worthwhile 
for  several  reasons,  including  verifying  the  homebound  status  of 
the  patient  and  the  availability  of  family  and  friends  to  assist 
with  patient  care. 

Given  the  potential  for  unnecessary  program  expenditures 
caused  by  incorrect  payment  decisions,  the  intermediary  perform¬ 
ance  evaluation  program  should  provide  for  an  assessment  of  the 
appropriateness  of  home  health  coverage  decisions.  At  present 
there  would  appear  to  be  little  incentive  for  an  intermediary  to 
challenge  and  question  the  judgments  made  by  HHAs  concerning  the 
appropriateness  of  services  claimed  for  reimbursement.  Further¬ 
more,  from  an  administrative  standpoint,  it  is  much  easier  to 
simply  pay  a  claim  than  deny  payment. 

RECOMMENDATIONS 

We  recommend  that  the  Secretary  of  HHS  direct  the  Adminis¬ 
trator  of  HCFA  to 

• — require  that  the  estimated  cost  of  the  home  health  services 
to  be  provided  be  placed  on  the  authorizing  plan  of  treat¬ 
ment  and  recertifications? 

— inform  physicians  of  the  overutilization  of  the  home  health 
benefit,  program  requirements,  and  their  role  in  authoriz¬ 
ing  services; 

--require  intermediaries  to  apprise  physicians  of  the  non- 
ccvered  services  provided  under  plans  of  care  they  approve; 

— expand  and  improve  on  the  use  of  comparative  analysis 
techniques  to  identify  aberrant  home  health  utilization 
patterns  ? 

— emphasize  to  HHAs  the  documentation  requirements  for 
clinical  records  and  strengthen  them  as  well? 

— include  home  visits  to  beneficiaries  as  part  of  the  onsite 
coverage  audits  of  HHAs;  and 

— revise  the  intermediary  contractor  evaluation  program  to 
provide  for  an  assessment  of  the  appropriateness  of  home 
health  coverage  determinations. 
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CHAPTER  4 


GREATER  USE  OF  FAMILY  AND  FRIENDS 
COULD  REDUCE  PROGRAM  PAYMENTS  FOR  AIDE  SERVICES 

The  use  of  home  health  aides  has  increased  significantly  over 
the  years  and  at  present  about  one-third  of  all  visits  under  the 
program  are  for  aides  who  help  beneficiaries  with  their  personal 
care.  Our  review  of  case  files  and  visits  with  beneficiaries  in¬ 
dicates  that  the  cost  of  a  large  number  of  these  services  could 
be  avoided  if  the  responsibility  for  them  were  shifted  from  the 
program  to  other  available  sources  of  support.  For  example,  our 
review  shows  that  live-in  partners  frequently  are  willing  and  able 
to  provide  for  the  personal  care  of  beneficiaries  but  are  not  asked 
or  encouraged  to  do  so . 

In  March  1981,  HCFA  enc.  rsed  the  concept  that  the  Medicare 
program  should  not  pay  for  aide  services  where  family  and  friends 
are  willing  and  able  to  do  so.  We  believe  that,  to  effectively 
implement  such  a  policy,  an  aide  needs  assessment  guide  should  be 
developed  and  HHAs  should  be  required  to  use  it  and  submit  a  copy 
with  their  claim  for  reimbursement.  Such  assessment  should  (1) 
serve  as  basis  for  determining  which  personal  care  activities  a 
beneficiary  cannot  perform  and  (2)  consider  the  availability  of 
family  and  friends  to  provide  the  needed  help. 

In  addition,  there  are  two  policy  issues  related  to  aide  serv¬ 
ices  which  we  believe  HCFA  needs  to  address.  First,  in  a  number  of 
cases  we  reviewed,  family  or  friends  were  able  to  provide  aide-type 
services,  and  often  did  on  days  when  an  aide  did  not  come,  but  said 
they  needed  aide  services  to  provide  them  with  a  respite  from  the 
responsibility  of  caring  for  the  patient .  HCFA  needs  to  determine 
if  such  respite  visits  by  aides  are  covered  and,  if  so,  under  what 
circumstances.  Second,  we  found  a  number  of  cases  where  family 
members  were  able  to  provide  aide-type  services  but  where  they  ap¬ 
pear^  d  unwilling  or  reluctant  to  do  so.  HCFA  needs  to  address  the 
extent  of  family  responsibility  for  providing  aide-type  services. 

AIDE  UTILIZATION — AN  OVERVIEW  1/ 

Aide  services  consist  of  various  personal  care  services  and 
household  services  that  are  incidental  to  the  personal  care  given. 
Common  personal  care  services  consist  of  sponge  and/or  tub  baths, 
hair  and  teeth  care,  and  helping  the  patient  to  get  in  and  out  of 


_l/Except  where  noted,  utilization  data  presented  in  this  section 
were  developed  by  HCFA* s  Office  of  Research,  Demonstrations,  and 
Statistics  . 
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bed.  Incidental  household  services  include  changing  the  bed,  light 
cleaning,  and  laundering  essential  for  the  comfort  and  cleanliness 
of  the  patient . 

The  use  of  home  health  aides  under  Medicare  currently  repre¬ 
sents  a  significant  portion  of  the  total  program.  For  calendar 
year  1978,  30. 7  percent  of  all  the  visits  provided  were  for  aide 
services  which  is  second  only  to  skilled  nursing  visits  at  55.7 
percent.  Physical  therapy  visits  were  a  distant  third  at  10.0  per¬ 
cent.  The  growth  in  the  use  of  home  health  aides  is  also  signifi¬ 
cant.  From  1974  through  1978,  the  use  of  aides  as  a  percent  of 
total  visits  steadily  increased  from  23.4  to  30.7  percent. 

Relating  the  use  of  aide  visits  to  charges  shows  that  the  30. 7 
percent  aide  usage  in  1978  represents  26. 0  percent  of  all  charges 
under  the  home  health  program  in  that  year .  Estimated  total  budget 
outlays  for  the  home  health  program  in  fiscal  year  1981  are  nearly 
$1.0  billion  and  reimbursement  for  aide  services  could  be  in  the 
neighborhood  of  $250  million  for  the  year. 

Agencies'  use  of  aide  visits  varies  widely.  For  the  agencies 
serviced  by  the  intermediaries  we  reviewed,  in  1978  the  average 
number  of  aide  visits  per  patient  served  ranged  from  10.1  to  43.3. 

On  a  percent  of  total  visits  basis,  the  range  was  19  to  70  percent, 
and  on  the  basis  of  the  percent  of  beneficiaries  receiving  aide 
visits,  the  usage  ranged  from  13  to  87  percent. 

The  aide  utilization  patterns  by  type  of  HHA  show  that  proprie¬ 
tary  and  private  nonprofit  agencies  generally  use  aides  to  a  greater 
extent  than  other  agencies.  The  schedule  on  the  following  page 
provides  three  measures  of  1978  aide  utilization  by  type  of  agency. 

For  the  categories  "percent  of  persons  served  receiving  visits" 
and  for  "percent  of  total  visits,"  proprietary  and  private  nonprofit 
HHAs  are  the  highest  users  of  aide  services  while  combined  govern¬ 
ment  and  voluntary  and  hospital- based  HHAs  utilize  aides  the  least. 
In  considering  the  "Average  Number  of  Visits  Per  Person  Served," 
however,  all  HHAs  are  clustered  around  the  overall  average  of  20.4. 

Finally,  according  to  the  data  we  developed,  the  use  of  aides 
varies  considerably  among  intermediary  overall  HHA  caseloads.  For 
example,  the  percent  of  aide  visits  to  total  visits  for  HHAs  served 
by  the  intermediaries  we  reviewed  range  from  9  and  21  percent  for 
Mutual  of  Omaha  and  Blue  Cross  of  Wisconsin,  respectively,  to  46 
and  47  percent  for  Blue  Cross  of  Minnesota  and  Blue  Cross  of 
Louisiana,  respectively. 
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OBJECTIVE  AND  METHODOLOGY 


Many  of  the  elderly  receive  a  wide  variety  of  support  from 
family  and  friends.  Consequently,  given  the  relative  high  use  of 
aides  among  many  agencies  and  the  nature  of  the  support  provided 
by  aides,  we  wanted  to  determine  if  the  beneficiary  or  live-in 
family  or  friends  could  and  were  willing  to  perform  the  aide-type 
services  provided  by  HHAS. 

A  number  of  studies/data  suggest  that  family  and  friends  are 
often  available  to  provide  aide-type  services  to  the  elderly.  As 
we  reported  in  1977,  1/  the  value  of  support  provided  the  elderly 
in  their  homes  by  family  and  friends  greatly  exceeds  the  value  of 
services  provided  by  various  public  and  private  agencies.  Also, 
according  to  the  Federal  Council  on  the  Aging,  for  those  65  and 
over,  59  percent  of  women  and  85  percent  of  men  have  a  live-in 
partner.  Also,  for  the  79  percent  of  the  elderly  who  have  surving 
children,  34  percent  of  them  live  within  10  minutes  of  their  chil¬ 
dren  and  another  21  percent  live  11  to  30  minutes  away.  Finally, 

53  percent  of  the  elderly  see  their  children  at  leest  once  every 
2  days. 

To  meet  our  objective,  we  visited  a  total  of  150  home  health 
beneficiaries  in  their  homes.  The  beneficiaries  selected  were  from 
the  12  cases  selected  at  each  HHA  for  detailed  medical  review  by 
our  nurse  consultants.  In  making  our  selections  from  the  case 
files,  two  factors  were  considered.  First,  there  had  to  be  some 
evidence  that  the  home  health  recipient  in  fact  had  a  live-in  part¬ 
ner.  The  other  consideration  was  location.  To  keep  travel  and 
logistical  problems  to  a  minimim,  cases  were  selected  which  were 
close  to  each  other  and/or  close  to  the  HHA  office. 

As  discussed  in  chapter  2,  generally  three  HHAs  were  selected 
from  each  of  12  intermediaries  reviewed  and  five  agencies  were 
selected  from  HCFA' s  Office  of  Direct  Reimbursement.  Further,  in 
selecting  agencies,  the  primary  consideration  was  high  aide  util¬ 
ization,  that  is, a  high  percentage  of  the  persons  served  received 
aide  visits  and  a  high  percentage  of  total  visits  were  aide  visits. 
Again,  as  with  the  utilization  data  discussed  in  chapter  2,  aide 
utilization  was  based  on  1978  program  data  which  were  the  most  cur¬ 
rent  data  available  when  our  selections  were  made  in  the  Spring  of 
1980. 


Although  our  selection  criteria  were  intentionally  biased  to¬ 
ward  high  aide  utilization,  the  agencies  selected  were  not  neces¬ 
sarily  the  highest  users  of  aides.  Florida  Blue  Cross  and  HCFA's 
Office  of  Direct  Reimbursement  in  particular  have  an  especially 


l/"Home  Health--The  Need  for  National  Policy  to  Better  Provide  for 
the  Elderly"  (HRD-78-19,  Dec.  20,  1977). 
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large  number  of  HHAs  with  higher  aide  utilization  than  those  we 
visited.  In  Florida,  we  excluded  many  agencies  from  consideration 
because  Florida  agencies  in  general  have  received  a  great  deal  of 
attention  over  the  past  few  years  by  HCFA  and  its  intermediaries, 
as  well  as  by  GAO.  _1/  For  the  Office  of  Direct  Reimbursement,  our 
selection  criteria  restricted  most  agencies  we  visited  to  HHAs 
located  on  the  East  Coast. 

In  making  a  judgment  on  whether  the  beneficiary  or  someone 
else  could  provide  the  personal  care  provided  by  aides,  we  consid¬ 
ered  a  number  of  factors,  including  the  following 

— the  personal  care  activities  that  the  aide  performed; 

— the  daily  activities  of  the  patient,  including  absences  from 
home  ;■ 

— the  willingness  of  the  live-in  partner; 

— the  physical  capability  of  the  live-in  partner,  as  evidenced 
by  their  own  assessment  as  well  as  the  daily  activities  they 
performed; 

— the  availability  of  the  live-in  partner  and  in  particular 
whether  he  or  she  worked; 

— who  performed  the  aide  activities  on  days  the  aides  did  not 
visit;  and 

— the  specific  personal  care  activities  that  the  beneficiary 
and  live-in  partner  said  they  could  not  perform. 

RESULTS  OF  HOME  VISITS 


Our  visits  with  beneficiaries  in  their  homes  showed  that  aide 
visits  were  needed  in  about  half  the  cases  but  for  the  other  half, 
it  appeared  they  might  not  be  needed.  The  following  table  sum¬ 
marizes  the  results  of  our  home  visits. 


l/"Home  Health  Care  Services--Tighter  Fiscal  Controls  Needed"  (HRD- 
79-17,  May  15,  1979) . 
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Results  of  Visits  with 
Beneficiaries  in  Their  Homes 


Results 

Number 

Percent 

Beneficiary  or  live-in  partner 
not  able 

74 

49.  3 

Live-in  partner  not  able  because 
of  modesty  considerations 

4 

2.  7 

Live-in  partner  (friend)  not  willing 

1 

0.7 

Beneficiary  able  or  live-in 
partner  who  is  willing  and 
able 

42 

28.  0 

Family  members  who  appear  able 
but  who  are  unwilling  and/or 
need  respite 

20 

13.3 

Live-in  partner  not  present  during 
visit 

9 

6  .0 

Total  '  150  100 .0 


for  the  74  cases  where  the  beneficiary  or  live-in  partner  was 
not  able,  the  vast  majority  of  the  cases  involved  situations  where 
the  tasks  were  considered  to  be  too  physically  demanding.  For  nine 
cases,  the  live-in  partners  were  not  present  at  the  time  of  our 
visit,  and  a  judgment  could  not  be  reached  on  their  willingness  to 
help  the  beneficiary  with  personal  care.  The  cases  involving 
modesty  were  situations,  for  example,  where  a  son  would  not  want 
to  bathe  his  mother. 

The  following  provides  examples  of  situations  where  the  bene¬ 
ficiary  or  live-in  partner  was  willing  and  able  to  provide  the  per¬ 
sonal  care  required.  Also  provided  are  examples  where  family  mem¬ 
bers  appear  to  be  able  to  provide  such  care  but  appear  unwilling 
and/or  need  respite  or  help. 

Beneficiary  able  or  live-in 
partner  1/  willing  and  able 

The  following  are  examples  where  the  live-in  partner  was  will¬ 
ing  and  able  to  provide  the  personal  care. 

— One  beneficiary  received  aide  visits  three  times  a  week,  al¬ 
though  she  lived  with  a  daughter,  son-in-law,  and  a  16-year- 
old  granddaughter.  The  daughter  who  was  a  nurse's  aide  gave 
the  patient  personal  care. 


l/ln  some  cases,  the  "live-in  partner"  was  hired  help  or  an  attendant 
’v.io  were  not  actually  living  with  the  beneficiary. 
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-One  beneficiary  received  aide  visits  twice  a  week#  although 
she  lived  with  two  daughters  who  were  giving  her  personal 
care.  The  daughters  felt  the  aide  would  only  be  of  value 
if  she  gave  them  some  respite#  but  this  was  not  the  case. 
According  to  the  daughters#  the  aide  asked  that  they  be 
present  during  the  visit  to  assist. 

-In  another  case  we  talked  to  a  patient' s  wife  in  August  1980 
She  advised  us  that  taking  care  of  her  husband  took  a  lot 
of  time  but  she  had  quit  her  job  in  1979  so  she  could  care 
for  him. 

-A  patient  had  a  sitter  7  days  a  week  who  told  us  that  she 
performed  the  aide' s  functions  with  the  help  of  the  husband 
on  days  the  aide  did  not  come  and  assisted  the  aide  during 
the  three  weekly  visits. 

-One  beneficiary  was  hoeing  his  garden  at  the  time  of  our 
visit.  The  beneficiary's  spouse  said  she  was  very  pleased 
with  the  aide  services  and  would  like  for  her  husband  to 
receive  them  more  often.  We  made  our  visit  in  October  1980 
and  the  beneficiary  had  been  receiving  two  aide  visits  per 
week  since  April  1980.  The  spouse  said  she  liked  having 
the  aide  present  when  her  husband  was  getting  in  and  out 
of  the  tub  in  case  he  fell.  At  the  time  of  our  visit,  this 
seemed  to  be  an  insufficient  justification  for  aide  services 
since  the  beneficiary  was  able  to  work  outdoors  and  was  able 
to  climb  over  a  fence  in  order  to  get  from  the  garden  to 
where  we  were  talking  with  his  spouse.  The  patient  appeared 
capable  of  caring  for  himself  at  the  time  of  our  visit. 

-A  beneficiary  was  out  shopping  with  her  daughter  when  we 
first  arrived  at  the  home  in  October  1980.  The  agency  had 
provided  continuous  aide  service  since  March.  The  first 
2  months  an  aide  visited  three  times  per  week  and  from  May 
through  the  time  of  our  visit,  the  aide  had  been  visiting 
two  times  per  week.  The  beneficiary's  daughter  was  able 
and  willing  to  care  for  the  patient. 

-A  beneficiary  had  been  receiving  two  aide  visits  per  week 
for  about  3  months,  although  he  lived  with  family  members 
who  were  able  and  willing  to  provide  the  personal  care 
needed.  The  beneficiary's  spouse,  who  did  not  work  outside 
the  home,  took  care  of  essentially  all  the  beneficiary's 
personal  needs.  Also,  the  beneficiary's  working  son,  who 
lived  in  the  same  home,  assisted  in  caring  for  the  benefici¬ 
ary. 

-An  85-year-old  woman  was  in  the  care  of  a  day  and  night 
attendant  and  received  19  aide  visits  over  a  7-week  period. 
When  we  visited  the  patient's  home,  the  day  attendant  said 


that  both  she  and  the  night  attendant  were  willing  and  able 
to  perforin  the  aide's  functions  and,  in  fact,  had  been  bath¬ 
ing  the  patient  and  taking  care  of  her  other  personal  needs 
on  the  aide's  days  off.  The  attendant  added  that  the  home 
health  aide  spent  less  than  an  hour  performing  her  duties 
and  spent  the  remaining  time  lounging  in  the  home  or  occa¬ 
sionally  walking  the  patient's  dog. 

Respite  care/unwillingness 

The  following  are  examples  where  family  member( s)  appear  to 
be  able  to  provide  personal  care  services  but  (1)  where  the  point 
is  made  or  could  be  made  that  either  help  or  respite  is  needed  or 
(2)  where  family  members  appeared  unwilling  or  reluctant. 

--A  sitter  and  relatives  who  live  close  by  perform  aide  duties 
when  the  aide  is  not  present  ?  patient  said  she  did  not  need 
aide  services  and  would  not  get  them  if  she  were  paying  for 
the  services. 

— Wife  (65)  says  the  aide  provides  a  break  so  she  can  shop 
for  groceries  ,♦  aide  visits  are  made  twice  per  week. 

— Patient  received  one  aide  visit  per  week  and  lives  with  hus¬ 
band  (46)  and  three  children,  ages  20,  19,  and  17?  patient 
said  they  are  often  busy  and  cannot  always  help. 

— Patient  lives  with  her  working  daughter  (a  registered  nurse) 
and  her  daughter' s  working  husband  (a  physician)?  the  patient 
is  at  home  during  the  day  with  her  daughter' s  baby  and  a 
sitter  who  takes  care  of  the  baby. 

--Aide  visits  twice  a  week  for  20  to  30  minutes?  daughter  who 
lives  upstairs  and  does  help  with  patient  care  said  she  was 
unwilling  to  perform  aide  duties  (sponge  bath  and  shampoo). 

— Husband  would  provide  the  personal  care  only  if  there  was 
no  alternative  ?  he  added  that  the  aide  provided  better  per¬ 
sonal  care . 

—Daughter  (50)  and  son-in-law  (51)  are  capable  but  do  not 
want  aide  services  stopped?  the  daughter  feels  the  aide 
services  are  therapeutic. 

— Husband  (74)  says  he  needs  relief?  aide  visits  once  a  week 
for  1-1/2  hours. 

— Daughter  (64)  and  son-in-law  (64)  are  not  willing  to  perform 
aide  duties?  daughter  said  she  does  not  feel  comfortable 
dealing  with  sick. 
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--Patient  lives  with  working  daughter  (40),  working  son-in-law 
(41) ,  and  grandchildren  ages  10,  13,  16,  and  20?  daughter 
said  she  could  not  move  the  patient  by  herself. 

Intermediary  views 

Intermediaries  we  reviewed  generally  were  in  favor  of  the  con¬ 
cept  of  considering  the  availability  of  family  and  friends  to  per¬ 
form  aide  services.  At  our  request,  Blue  Cross  of  Mississippi 
reduced  to  writing  its  views  on  the  use  of  family  and  friends  to 
provide  aide  services.  The  intermediary  stated? 

"Aide  services  should  be  supportive  to  the  patient 
and  his  family.  The  frequency  of  visits  should  be 
decreased  when  the  patient  is  able  to  assume  his 
own  self  care  or  the  family  has  learned  how  to  care 
for  his  personal  needs.  When  there  are  others,  i.e., 
family,  sitters,  or  maids,  able  and  willing  to  par¬ 
ticipate  in  the  patient's  care,  even  though  they 
may  oe  absent  from  the  home  for  a  portion  of  the 
day,  it  should  be  reasonable  to  assume  that  personal 
care  needs  could  still  be  met  by  these  people.  This 
would  eliminate  the  home  health  aide  services  or 
decrease  her  services  to  a  minimum." 

In  support  of  the  above  proposal,  the  intermediary  cited  the  follow¬ 
ing  examples  to  illustrate  situations  where  the  patient,  family 
members,  or  others  did  or  could  provide  personal  care  services. 

"1.  The  home  health  aide  arrives  later  than  usual  and  finds 
that  the  patient  has  already  received  personal  care  and 
was  placed  in  a  wheelchair  by  his  family  or  others. 

2.  The  patient  rises  earlier  th«.  i  usual,  becomes  impatient, 
and  takes  his  own  bath  before  the  aide  arrives. 

3.  Relatives  sit  by  and  refuse  to  help  the  patient  because 
tney  believe  it  is  the  responsibility  of  the  home  health 
aide  . " 

NEED  TO  STRENGTHEN  AND  CLARIFY 
PROGRAM  REQUIREMENTS 


Recently  HCFA  has  taken  some  action  to  preclude  Medicare  pay¬ 
ment  for  aide  services  where  family  and  friends  are  willing  and 
able  to  provide  personal  care  assistance?  however,  additional  ac¬ 
tion  is  needed. 


45 


Family  and  friends 

HCFA's  views  on  the  use  of  family  and  friends  have  been  incon¬ 
sistent  in  recent  years. 

Section  218.3  of  the  home  health  manual  states  that  where  an 
HHA  makes  an  initial  evaluation  visit,  it  is  to  consider  among  other 
things,  the  "*  *  *  attitudes  of  family  members  and  availability  of 
family  members  to  help  in  the  care  of  the  patient."  Also,  in  an 
August  3,  1978,  response  to  an  inquiry  from  the  Blue  Cross  Associa¬ 
tion,  HCFA's  Bureau  of  Program  Policy  stated  that: 

"*  *  *  we  believe  that  the  home  health  aide  services 
*  *  *  i.e.,  a  weekly  visit  by  an  aide  simply  to  bathe 
him,  could  be  performed  by  his  wife  during  her  non¬ 
working  hours  or  by  another  family  member.  Therefore, 
we  believe  it  would  be  unreasonable  and  unnecessary 
for  the  program  to  pay  for  such  visits  *  * 

Later  that  year,  however,  HCFA  specifically  prohibited  inter¬ 
mediaries  from  denying  aide  visits  on  the  basis  that  family  or 
friends  are  available  to  provide  such  services.  In  a  December  11, 
1978,  letter  to  the  Blue  Cross  Association- -which  requested  clar¬ 
ification  on  a  number  of  coverage  issues--HCFA  stated: 

***** 

"With  respect  to  the  coverage  of  home  health  aide 
services,  you  asked  whether  any  consideration  should 
be  given  to  the  availability  of  family  members  living 
with  the  beneficiary  who  are  capable  of  providing  the 
services  rendered  by  a  home  health  aide.  We  believe 
a  coverage  decision  or  policy  which  would  prohibit 
Medicare  payment  for  home  health  services  *  *  *  cannot 
be  supported  under  present  law  and  would,  moreover,  be 
discriminatory  to  the  beneficiary.  Since  Medicare 
is  an  insurance  program,  insured  individuals  who 
meet  the  home  health  coverage  requirements  are 
entitled  by  law  to  have  reimbursement  made  for  any 
covered  home  health  services  they  need.  Accordingly, 
when  a  physician  orders  home  health  aide  services  for 
a  beneficiary,  that  beneficiary  is  entitled  to  have 
the  costs  of  such  services  reimbursed  under  the 
program  without  regard  to  whether  there  is  someone 
available  in  the  home  to  furnish  them." 

Finally,  in  March  1981  HCFA  reversed  its  position  presented  to  the 
Blue  Cross  Association.  Section  203  of  the  HHA  manual  was  amended 
and  includes  the  following  provision. 
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"*  *  *  where  it  comes  to  the  attention  of  the  intermediary 
that  a  family  member  or  other  caring  person  is  or  will 
be  providing  services  that  adequately  meet  the  patient' s 
needs,  it  would  not  be  reasonable  and  necessary  for  home 
health  agency  personnel  to  furnish  duplicative  services. 

For  example,  if  on  the  evaluation  visit  the  agency  deter¬ 
mines  that  a  family  member  has  been  or  will  be  bathing 
the  patient  several  times  a  week  and  this  family  member 
is  or  will  be  continuing  to  meet  the  patient*  s  personal 
needs,  it  would  not  be  reasonable  and  necessary  for  the 
home  health  agency  to  furnish  such  services." 

HCFA's  March  1981  manual  issuance  is  a  step  in  the  right  direc¬ 
tion,  however,  we  believe  additional  action  is  needed.  With  few 
exceptions,  1/  the  HHAs  told  us  (prior  to  the  manual  issuance)  that 
they  do  consider  the  availability  of  live-in  partners  to  perform 
aide  services.  As  pointed  out  earlier,  however,  generally,  the 
live-in  partners  were  not  asked  by  HHAs  if  they  were  willing  and 
able  to  assist  the  beneficiary  with  his  or  her  personal  care.  Con- 
seouently,  we  doubt  that  the  March  1981  manual  issuance  by  itself 
is  likely  to  have  any  significant  impact  on  aide  utilization  by 
HHAs.  Also,  the  manual  issuance  uses  the  phrase  "Where  it  comes 
to  the  attention  of  the  intermediary"  and  we  do  not  believe  this 
is  likely  to  occur.  First,  intermediaries  rarely  review  patient 
records  on  file  at  HHAs.  Second,  the  information  in  these  files 
on  the  availability  and  willingness  of  family  or  friends  to  perform 
aide  services  is  sketchy  at  best.  For  example,  for  the  most  part 
the  only  evidence  that  we  saw  in  the  files  was  the  name  and  address 
of  an  individual  that  could  be  contacted  in  an  emergency;  if  the 
address  of  the  individual  and  the  beneficiary  were  the  same,  we 
concluded  that  the  beneficiary  had  a  live-in  partner. 

We  believe  HCFA  needs  to  develop  a  standard  aide  needs  assess¬ 
ment  guide  and  require  HHAs  to  use  it.  Such  an  instrument  should 
provide  for  an  assessment  of: 

(1)  Which  personal  care  services  the  beneficiary  can  not  per¬ 
form  without  assistance. 

(2)  The  availability  and  capability  of  live-in  partners  and 
nearby  family  or  friends  to  assist  or  perform  for  the 
beneficiary  those  services  which  he  or  she  cannot  do 
without  help. 

While  we  did  not  specifically  consider  the  availability  of  other 
than  live-in  family  or  friends,  during  our  visits  to  benef icic ~ies 


l/One  agency  told  us  it  would  use  aides  even  if  there  were  eight  or 
nine  people  living  with  the  beneficiary  who  were  willing  and  able 
to  provide  the  personal  care  services. 


47 


it  was  apparent  that  family  or  friends  living  outside  the  home  but 
nearby  represent  a  potentially  significant  resource.  As  stated 
earlier  on  page  40,  many  of  the  elderly  have  children  who  live 
within  a  10-minute  journey  from  their  parents. 

There  are  several  methods  available  to  measure  the  ability  of 
an  inividual  to  care  for  him  or  herself.  For  example,  the  Duke 
University  Center  for  the  Study  of  Aging  and  Human  Development  has 
developed  an  instrument  to  measure  the  overall  well-being  of  older 
people.  The  instrument  or  questionnaire  measures  a  person's  status 
in  five  areas  of  functioning — (1)  social,  (2)  economic,  (3)  mental, 
(4)  physical,  and  (5)  activities  of  daily  living.  The  latter  as¬ 
sesses  many  activities  that  closely  parallel  the  personal  care  & eiv 
ices  provided  by  aides.  For  example,  the  ability  to 

— dress  and  undress; 

— take  care  of  appearance,  combing  of  hair,  shaving, 
etc.  ; 

— get  in  and  out  of  bed;  and 

— take  a  bath  or  shower . 

That  portion  of  the  Duke  University  questionnaire  addressing  the 
activities  of  daily  living  is  presented  in  appendix  III. 

The  Texas  Medicaid  program  uses  an  assessment  very  similar  to 
the  Duke  University  questionnaire.  A  State  Medicaid  official  told 
us  that  use  of  the  assessment  resulted  in  a  decrease  in  aide  util¬ 
ization  and  that  it  was  also  useful  in  establishing  the  homebound 
status  of  individuals. 

Respite  care/family  responsibilit 


As  discussed  on  page  15,  the  Medicare  law  permits  the  use  of 
aide  services  as  provided  in  regulations  and  HCFA  has  developed 
some  guidance  on  the  use  of  aides.  Two  policy  issues  that  need 
to  be  addressed,  however,  are  respite  care  and  family  responsi¬ 
bility  . 

Respite  care  is  the  provision  of  aide  services  for  providing 
the  individual  (family  or  friend)  who  normally  furnishes  personal 
care  to  the  patient  with  a  break  from  this  responsibility.  HCFA 
has  not  provided  guidance  on  whether  or  to  what  extent  respite  care 
is  a  covered  service  under  the  Medicare  home  health  benefit.  For 
a  number  of  the  cases  where  we  visited  the  patient  at  home,  family 
members  indicated  that  aide  services  were  needed  to  provide  them 
a  respite.  In  many  of  these  cases,  an  argument  could  be  made  for 
providing  respite  care.  We  believe  HCFA  needs  to  state  if  respite 
care  is  a  justifiable  reason  for  covering  aide  services  and,  if 
so,  under  what  circumstances. 


HCFA  has  also  not  published  any  official  guidance  on  the  ex¬ 
tent  to  which  a  Medicare  patient' s  family  is  responsible  for  provid¬ 
ing  personal  care  services.  For  a  number  of  the  patients  we  visited 
at  home,  there  were  family  members  who  appeared  to  be  able  to  pro¬ 
vide  personal  care  to  the  patient  but  were  unwilling  to  do  so. 

While  HCFA  has  told  the  Blue  Cross  Association  that  aide  services 
should  not  be  authorized  where  there  is  a  caring  person--who  pre¬ 
sumably  would  not  be  a  nonwilling  family  member- -we  believe  HCFA 
needs  to  define  family  responsibility  for  personal  care  services 
so  that  HHAs  and  intermediaries  will  know  if  aide  services  are 
covered  where  family  members  are  able  but  appear  unwilling  or  are 
reluctant  to  furnish  personal  care. 

CONCLUSIONS 


The  use  of  aides  represents  a  significant  portion  of  the  Med¬ 
icare  home  health  program  and  should  come  under  closer  scrutiny. 
While  HCFA  has  endorsed  the  concept  that  the  program  should  not 
pay  for  aide  services  where  family  and  friends  are  willing  and  able 
to  do  so,  additional  action  needs  to  be  taken. 

Most  HHAs  visited  said  they  do  consider  the  availability  of 
family  and  friends,  but  our  visits  with  beneficiaries  and  live-in 
partners  in  their  homes  suggest  otherwise.  Further,  there  is 
little  evidence  in  case  files  on  the  availability  of  family  and 
friends  much  less  and  assessment  of  their  capability  to  provide 
for  the  personal  care  needs  of  the  beneficiary.  To  provide  assur¬ 
ance  that  proper  consideration  is  given  to  the  beneficiaries'  self- 
help  capability  and  the  capability  of  family,  friends,  hired  help, 
etc.,  HCFA  should  develop  an  aides'  needs  assessment  guide  and  re¬ 
quire  HHAs  to  use  it. 

Making  a  judgment  or  decision  not  to  pay  for  aide  services  is 
relatively  easy  where  family  members  or  friends  are  willing  and  able 
to  assist  with  patient  care.  Such  decisions  are  difficult,  however, 
in  situations  where  the  issue  of  respite  care  is  and  can  be  raised. 
To  paraphase  a  family  member-- "I  am  willing,  able,  and  do  provide 
supportive  care,  but  I  need  some  help."  It  is  difficult  to  make  an 
objective  judgment  when  confronted  with  these  situations.  To  as¬ 
sist  HHAs  and  intermediaries  to  make  such  judgments,  HCFA  must 
decide  if  respite  care  is  permitted  under  the  program,  and  if  so, 
under  what  circumstances.  At  the  same  time,  HCFA  should  also 
address  those  situations  where  family  members  are  able  to  provide 
aide  services  but  are  or  appear  unwilling  or  reluctant  to  help. 

RECOMMENDATIONS 


We  recommend  that  the  Secretary  of  HHS  direct  the 
Administrator  of  HCFA  to 


-develop  a  standard  aide  needs  assessment  guide  which  specifi¬ 
cally  assesses  the  availability  and  capability  of  family  and 
friends  to  provide  personal  care  services  and  require  HHAs 
to  use  it; 

-where  HHAs  provide  aides  services,  require  them  to  submit 
with  their  bills  a  ::opy  of  the  aide  needs  assessment? 

-address  the  issue  of  respite  care,  that  is,  is  it  authorized 
under  the  program  and,  if  so,  under  what  circumstances;  and 

-establish  a  policy  for  the  use  of  aides  in  situations  where 
family  members  are  able  but  appear  unwilling  or  reluctant  to 
help  the  beneficiary  with  patient  care. 
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INTERMEDIARIES  AND  HOME  HEALTH 
AGENCIES  REVIEWED 

HCFA's  Office  of  Direct  Reimbursement 

Orange  County  Health  Department,  Goshen,  New  York  (HHS  Region  II — 
New  York) 

Home  Health  Services  of  Greater  Philadelphia,  Inc. 

Philadelphia,  Pennsylvania  (HHS  Region  III — Philadelphia) 

Washington  County  Health  Department,  Abingdon,  Virginia  (HHS  Region 
III — Philadelphia) 

Upjohn  Healthcare  Services,  Inc.,  Shreveport,  Louisiana  (HHS  Region 
VI — Dallas ) 

Upjohn  Healthcare  Services,  Inc.,  Los  Angeles,  California  (HHS 
Region  II — San  Francisco) 

HHS  Region  IV  (Atlanta) 

Blue  Cross  of  Florida,  Inc. 

VNA  of  Pensacola,  Inc.,  Pensacola,  Florida 

Northwest  Florida  Home  Health  Agency,  Pensacola,  Florida 

Sun  Coast  Home  Care,  Inc.,  Sarasota,  Florida 

Blue  Cross  of  Georgia/Columbus,  Inc. 

A.B.C.  Home  Health  Service,  Inc.,  Brunswick,  Georgia 

Visiting  Nurse  Association  of  Ware  County,  Inc.,  Waycross,  Georgia 

Blue  Cross  and  Blue  Shield  of  Mississippi,  Inc. 

Marion  County  Home  Health  Agency,  Columbia,  Mississippi 

Southwest  Mississippi  Home  Health  Agency,  Natchez,  Mississippi 

Professional  Home  Health  Services,  Inc.,  Biloxi,  Mississippi 
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HHS  Region  V  (Chicago) 

Health  Care  Service  Corporation  (Blue  Cross  of  Chicago) 

Fox  Valley  Home  Health,  Inc.,  Geneva,  Illinois 

In-Home  Health  Care  Service  of  Suburban  Chicago 
North,  Morton  Grove,  Illinois 

Home-Med.  North,  Inc.,  Chicago,  Illinois 

Blue  Cross  and  Blue  Shield  of  Minnesota 


In-Home  Health  Care  Service  of  Minneapolis 
North  Inc.,  Minneapolis,  Minnesota 

Crow  Wing  County  Public  Health  Nursing  Service, 
Brainerd,  Minnesota 

St.  John's  Hospital-Home  Care  Program, 

St.  Paul,  Minnesota 

Blue  Cross  Blue  Shield  United  of  Wisconsin 


Kenosha  Visiting  Nurse  Association,  Kenosha,  Wisconsin 

Jefferson  County  Public  Health  Nursing  Service, 
Jefferson,  Wisconsin 

Columbia  County  Public  Health  Service, 

Portage,  Wisconsin 

HHS  Region  VI  (Dallas) 

Group  Hospital  Service,  Inc.  (Texas  Blue  Cross) 

Gregg  County  Home  Care,  Inc.,  Longview,  Texas 

Cherokee  Home  Health  Care  Center, 

Jacksonville,  Texas 

Dallas  Visiting  Nurse  Association, 

Dallas,  Texas 

Mutual  of  Omaha  Insurance  Company 

Waco-McClennan  County  Home  Health  Care  Service, 

Waco,  Texas 

Visiting  Nurse  Association  of  Brazoria 
County,  Inc.,  Angleton,  Texas 
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Louisiana  Health  Service  &  Indemnity  Company 
(Louisana  Blue  Cross! 

Professional  Home  Health  Services  of  Allen, 
Oakdale,  Louisiana 

Rapides  General  Hospital-Home  Care  Program, 
Alexandria,  Louisiana 

HHS  Region  IX  (San  Francisco) 

Blue  Cross  of  Southern  California 


Southern  California  Community  Health  Association, 
Los  Angeles,  California 

Home  Health  Services,  Culver  City,  California 

Home  Health  Agency  of  San  Luis  Obispo  County, 

San  Luis  Obispo,  California 

Aetna  Life  and  Casualty 

Nevada  Home  Health  Services,  Inc.,  Elko,  Nevada 

Washoe  County  District  Health  Department  VNAs, 
Reno,  Nevada 

Blue  Cross  of  Northern  California 


Home  Health  and  Counseling  Services,  Walnut  Creek, 
California 

O'Connor  Hospital  Home  Care, 

San  Jose,  California 

Alta  Bates  Hospital  Home  Health  Agency,  Berkley, 
California 
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HOME  HEALTH  MANUAL  DEFINITION 
OF  HOMEBOUND  (emphasis  added) 

"208.4  Patient  Confined  to  His  Home. — In  order  for  a  beneficiary 
to  be  eligible  to  receive  covered  home  health  services  under  both 
Part  A  and  Part  B,  the  law  requires  that  a  physician  certify  in 
all  cases  that  the  beneficiary  is  confined  to  his  home  *  *  *. 

An  individual  [HOWEVER]  does  not  have  to  be  bedridden  to  be  con¬ 
sidered  as  confined  to  his  home.  HOWEVER,  the  condition  of 
these  patients  should  be  such  that  there  exists  a  NORMAL  IN¬ 
ABILITY  TO  LEAVE  HOME  and,  consequently,  leaving  their  homes 
would  require  a  CONSIDERABLE  AND  TAXING  EFFORT.  IF  the  patient 
does  in  fact  leave  the  home,  the  patient  MAY  NEVERTHELESS  be 
considered  homebound  IF  the  absences  from  the  home  are  INFRE¬ 
QUENT  or  for  PERIODS  OF  RELATIVELY  SHORT  DURATION.  It  is  ex¬ 
pected  that  in  MOST  instances  absences  from  the  home  which  occur 
will  be  for  the  purpose  of  receiving  medical  treatment.  HOWEVER, 
OCCASIONAL  ABSENCES  from  the  home  for  nonmedical  purposes,  e.g., 
an  occasional  trip  to  the  barber,  a  walk  around  the  block  or  a 
drive,  would  not  necessitate  a  finding  that  the  individual  is 
not  homebound  SO  LONG  AS  the  absences  are  undertaken  on  an  IN¬ 
FREQUENT  basis  or  are  of  RELATIVELY  SHORT  DURATION  and  DO  NOT 
INDICATE  that  the  patient  has  the  CAPACITY  to  obtain  the  health 
care  provided  outside  rather  than  in  the  home. 

GENERALLY  SPEAKING,  a  beneficiary  will  be  considered  to  be  home- 
bound  if  he  has  a  condition  due  to  an  illness  or  injury  which 
restricts  his  ability  to  leave  his  place  of  residence  except  with 
the  aid  of  supportive  devices  such  as  crutches,  canes,  wheelchairs, 
and  walkers,  the  use  of  special  transportation,  or  the  assistance 
of  another  person  or  if  he  has  a  condition  which  is  such  that 
leaving  his  home  is  medically  contraindicated.  Some  examples  of 
homebound  patients  which  are  also  illustrative  of  the  factors 
to  be  taken  into  account  in  determining  whether  a  homebound  con¬ 
dition  exists  would  be:  (1)  a  beneficiary  paralyzed  from  a  stroke 
who  is  confined  to  a  wheelchair  or  who  requires  the  aid  of 
crutches  in  order  to  walk?  (2)  a  beneficiary  who  is  blind  or 
senile  and  requires  the  assistance  of  another  person  in  leaving 
his  place  of  residence;  (3)  a  beneficiary  who  has  lost  the  use  of 
his  upper  extremities  and,  therefore,  is  unable  to  open  doors, 
use  handrails  on  stairways,  etc.,  and,  therefore,  requires  the 
assistance  of  another  individual  in  leaving  his  place  of  resi¬ 
dence;  (4)  a  patient  who  has  just  returned  from  a  hospital  stay 
involving  surgery  who  may  be  suffering  from  resultant  weakness 
and  pain  and,  therefore,  his  actions  may  be  restricted  by  his 
physician  to  certain  specified  and  limited  activities  such  as 
getting  out  of  bed  only  for  a  specified  period  of  time,  walking 
stairs  only  once  a  day,  etc.;  and  (5)  a  patient  with  arterio¬ 
sclerotic  heart  disease  of  such  severity  that  he  must  avoid 
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all  stress  and  physical  activity,  and  (6)  a  patient  with  a 
psychiatric  problem  if  his  illness  is  manifested  in  part  by  a 
refusal  to  leave  his  home  environment  or  is  of  such  a  nature 
that  it  would  not  be  considered  safe  for  him  to  leave  his  home 
unattended,  even  if  he  has  no  physical  limitations. 

The  aged  person  who  does  NOT  OFTEN  travel  from  his  home  because 
of  FEEBLENESS  and  INSECURITY  brought  on  by  advanced  age  would 
not  be  considered  confined  to  his  home  for  purposes  of  receiving 
home  health  services  UNLESS  he  meets  one  of  the  above  conditions. 

A  patient  who  requires  speech  therapy  but  does  not  require  physical 
therapy  or  nursing  services  must  also  meet  one  of  the  above  con¬ 
ditions  in  order  to  be  considered  as  confined  to  his  home.  Thus, 
a  person  who  has  undergone  a  laryngectomy,  yet  is  recovered  to 
the  point  of  being  able  to  get  about  normally  WITHOUT  UNDUE  EFFORT, 
would  not  be  considered  as  confined  to  his  home. 

ALTHOUGH  a  patient  must  be  confined  to  his  home  to  be  eligible 
for  covered  home  health  services,  some  services  cannot  be  pro¬ 
vided  at  the  patient's  residence  because  equipment  is  required 
which  cannot  be  made  available  there.  If  the  services  required 
by  an  individual  involve  the  use  of  such  equipment,  the  home 
health  agency  may  make  arrangements  with  a  hospital,  extended 
care  facility,  or  a  rehabilitation  center  to  provide  these 
services  on  an  outpatient  basis  *  *  * .  HOWEVER,  even  in  these 
situations,  for  the  services  to  be  covered  as  home  health  ser¬ 
vices  the  patient  must  be  considered  as  confined  to  his  home? 
and  to  receive  such  outpatient  services  it  may  be  expected  that 
a  homebound  patient  will  generally  require  the  use  of  supportive 
devices,  special  transportation,  or  the  assistance  of  another 
person  to  travel  to  the  appropriate  facility. 

If  for  any  reason  a  question  is  raised  as  to  whether  an  individual 
is  confined  to  his  home,  the  agency  will  be  requested  to  furnish 
the  intermediary  with  the  information  necessary  to  establish  that 
the  beneficiary  is  homebound  as  defined  above." 
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ACTIVITIES  OF  DAILY  LIVING  EXCERPT 
FROM  THE  DUKE  UNIVERSITY  MULTIDIMENSIONAL 
FUNCTIONAL  ASSESSMENT  QUESTIONNAIRE  1/ 

Can  you  use  the  telephone. . . 

2  without  help,  including  looking  up  numbers  and  dialing, 

1  with  some  help  (can  answer  phone  or  dial  operator  in 
an  emergency,  but  need  a  special  phone  or  help  in 
getting  the  number  or  dialing), 

0  or  are  you  completely  unable  to  use  the  telephone? 

Not  answered 

Can  you  get  to  places  out  of  walking  distance... 

2  without  help  (can  travel  alone  on  buses,  taxis,  or 
drive  your  own  car), 

1  with  some  help  (need  someone  to  help  you  or  go 
with  you  when  traveling), 

0  or  are  you  unable  to  travel  unless  emergency  arrange¬ 
ments  are  made  for  a  specialized  vehicle  like  an 
ambulance? 

Not  answered 

Can  you  go  shopping  for  groceries  or  clothes... 

2  without  help  (taking  care  of  all  shopping  needs 
yourself,  assuming  you  had  transportation), 

1  with  some  help  (need  someone  to  go  with  you  on 
all  shopping  trips), 

0  or  are  you  completely  unable  to  do  any  shopping? 

Not  answered 

Can  you  prepare  your  own  meals.  .  . 

2  without  help  (plan  and  cook  full  means  yourself), 

1  with  some  help  (can  prepare  some  things  but  unable 
to  cook  full  meals  yourself), 

0  or  are  you  completely  unable  to  prepare  any  meals? 

Not  answered 

Can  you  do  your  housework.  .  . 

2  without  help  (can  scrub  floors,  etc.), 

1  with  some  help  (can  do  light  housework  but  need 
help  with  heavy  work), 

0  or  are  you  completely  unable  to  do  any  housework? 

Not  answered 


l/The  numbers — 2,  1,  0 — associated  with  each  response  are  used  to 
develop  an  overall  rating  of  an  individual's  capability  to  per¬ 
form  the  activities  of  daily  living. 
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Can  you  take  your  own  medicine.  .  . 

2  without  help  (in  the  right  doses  at  the  right  time), 

1  with  some  help  (able  to  take  medicine  if  someone 
prepares  it  for  you  and/or  reminds  you  to  take  it), 

0  or  are  you  completely  unable  to  take  your  medicines? 

Not  answered 

Can  you  handle  your  own  money.  .  . 

2  without  help  (write  checks,  pay  bills,  etc.), 

1  with  some  help  (manage  day-to-day  buying  but  need 
help  with  managing  your  checkbook  and  paying  your 
bills ) , 

0  or  are  you  completely  unaole  to  handle  money? 

Not  answered 

Can  you  eat.  .  . 

2  without  help  (able  to  feed  yourself  completely), 

1  with  some  help  (need  help  with  cutting,  etc.), 

0  or  are  you  completely  unable  to  feed  yourself? 

Not  answered 

Can  you  dress  and  undress  yourself.  .  . 

2  without  help  (able  to  pick  out  clothes,  dress  and 
undress  yourself), 

1  with  some  help, 

0  or  are  you  completely  unable  to  dress  and  undress 
yourself? 

Not  answered 

Can  you  take  care  of  your  own  appearance,  for  example 
combing  your  hair  and  (for  men)  shaving.  .  . 

2  without  help, 

1  with  some  help, 

0  or  are  you  completely  unable  to  maintain  your 
appearance  yourself? 

Not  answered 

Can  you  walk.  .  . 

2  without  help  (except  from  a  cane), 

1  with  some  help  from  a  person  or  with  the  use  of 
a  walker,  or  crutches,  etc., 

0  or  are  you  completely  unable  to  walk? 

Not  answered 

Can  you  get  in  and  out  of  bed.  .  . 

2  without  any  help  or  aids, 

1  with  some  help  (either  from  a  person  or  with  the 
aid  of  some  device), 

0  or  are  you  totally  dependent  on  someone  else  to  lift  you? 
Not  answered 
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Can  you  take  a  bath  or  shower .  .  . 

2  without  help, 

1  with  some  help  (need  help  in  getting  in  and  out  of 
the  tub,  or  need  special  attachments  on  the  tub), 

0  or  are  you  completely  unable  to  bathe  yourself? 

Not  answered 

Do  you  ever  have  trouble  getting  to  the  bat.iroom  on  time? 

2  No 

1  Have  a  catheter  or  colostomy 
0  Yes 

Not  answered 
[IF  "YES"  ASK  a.] 

a.  How  often  do  you  wet  or  soil  yourself  (either  day  or  night)? 

1  Once  or  twice  a  week 

2  Three  times  a  week  or  more 
Not  answered 

Is  there  someone  who  helps  you  with  such  things  as  shopping, 
housework,  bathing,  dressing,  and  getting  around? 

1  Yes 
0  No 

Not  answered 
[IF  "YES"  ASK  a.  AND  b.] 

a.  Who  is  your  major  helper? 

Name  _  Relationship  _ 

b.  Who  else  helps  you? 

Name  _  Relationship  _ 

(For  a.  and  b.  CODE  1.  SPOUSE  2.  SIBLING  3.  OFFSPRING 
4.  GRANDCHILD  5.  OTHER  RELATIVE  6.  FRIEND  7.  OTHER) 
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